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HE annual dinner meeting, held in the Palm 

Room of the Hotel Taft, was called to order 

at nine forty-five o’clock, Dr. Robert B. Osgood 
presiding. 

PRESIDENT Oscoop: Gentlemen, the evening 
is getting on, and I think you have a full even- 
ing before you, or at least I hope you have a 
full evening before you. I know you have a 
full and delicious evening meal inside of you. 

May I, before I read you a very unimportant 


little address, which seems to be a function 
which I have to fulfill, thank you with very deep 
sincerity for electing me to function as vour 
President during this past year. I fully believe 
—and I think you will all agree with me—that 
this Society possesses, if it will choose to exer- 
cise it, more power in shaping the public medi- 
eal opinion in New England than any other or- 
ganization. Its influence is flung far wider than 
its geographical limits. 


PRESIDENTIAL ADDRESS 


BY ROBERT B. OSGOOD, M.D., F.A.C.S.* 


LMOST every New England _ physician 
whose medical travels have brought him 
into contact with his confreres in other sections 
of the country must have returned to this little 
northeastern corner with an unlooked for feel- 
ing of responsibility. Whether it is deserved 
or not, whether we like it or not, we are gener- 
ally trusted. We are thought to be safe, if not 
progressive; New England is looked upon as a 
proving ground, if not as a bureau of inventions. 
Such leadership as has developed in New Eng- 
land has been respected leadership. This re- 
sponsibility should be stimulating as well as so- 
bering. It behooves us to deliberate well upon 
the problems which face the whole profession 
and to make every effort to aid in their solution. 
One of the most important of these present 
day problems is the education and practice of 
nurses. Let us look for a moment at the back- 
ground of trained nursing and the factors re- 
sponsible for its development. These factors 
may be very briefly stated as religion, war, and 
science. The Encyelopaedia Britannica is my 
authority for calling the patrician lady, Fabri- 
ola, the Mother of Nursing. In 380 A.D. she 
founded a hospital and convalescent home in 
Rome and dedicated her life and her fortune to 
the nursing of the indigent sick. During the 
reign of Honorius (395-423), six hundred wom- 
en working under the religious orders were en- 
gaged in nursing in the hospitals of Alexandria. 
Many of the institutions which still survive orig- 
inated in religious zeal: St. Thomas’s, St. Bar- 
tholomew’s, St. John’s of Jerusalem. The Order 
of St. Vincent de Peul, founded in 1633, is still 
the largest nursing organization in the world. 


*For record and address of author see ‘“‘This Week’s Issue,” 
page 300. 


The St. Bartholomew’s nursing staff was ap- 
pointed by Henry VIII in 1544, and consisted of 
twelve women of the lower classes who were 
engaged in menial domestic tasks when off duty. 

The general degradation of the nursing class 
continued until the middle of the nineteenth 
century, broken by a few shafts of light, such 
as a course of lectures to nurses delivered in the 
New York Hospital as early as 1790. The be- 
einning of the modern system was a German 
beginning, when Pastor Fliedner, in 1836, found- 
ed at Kaiserwerth an institute for the training 
of deaconesses. Here Florence Nightingale was 
trained. In 1838 the Society of Friends founded 
a nursing organization in Philadelphia, and two 
years later a similar school was started by Qua- 
keress Fry in London. These early institutions 
had a semi-religious basis. British nurses are 
still called Sisters. The value of these train- 
ing systems was recognized in the Crimean and 
American Civil Wars. The story of Florence 
Nightingale is familiar to you all. It should be 
realized that she not only dignified the work 
of nurses and acted as their superintendent, but 
having grasped the principles of hygiene, she 
actually reformed hospital administration it- 
self. 

The hospital training school system began at 
St. Thomas’s in London in 1860, and was 
financed by money that the British publie had 
subscribed in gratitude for the national service 
of Florence Nightingale. The first district nurse 
made her rounds in Liverpool in 1865. One of 
the first three schools in the United States was a 
school established here in New Haven in 1873. 
In the same year two other schools in New York 
and Boston were opened. 

Many of us can look back thirty years or more 
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and can ask ourselves the question, ‘‘Are the 
services of trained nurses more or less satisfac- 
tory to physicians and their patients than they 
were when we began practice?’’ Perhaps, though 
we are not sure, a majority of us would vote 
less satisfactory. 

Granting, for the moment, that this is the pre- 
vailing sentiment among physicians, let us try 
to find the reasons for a widefelt dissatisfaction. 
We believe the reasons which influence young 
women to become nurses remain the same. The 
eall to service is as high a eall as ever. The 
money return per day is greater in dollars and 
cents, but so is the cost of living greater and in 
about the same proportion. The time required 
for training has lengthened. The type of young 
women seeking training is probably as good as 
formerly and the standards of their pre-training 
education have been raised materially in the 
best schools. The cost of nursing to the patients 
is admittedly high. Radios and automobiles 
must often be sacrificed by the family if one 
of their number is visited by a prolonged sick- 
ness which requires trained nursing, but we must 
not forget that most families possess both a 
radio and an automobile. I think that most of 
the dissatisfaction comes from a belief that the 
attitude of the trained nurse toward her work 
has changed and changed in such a manner as 
to make her service to the physician and to the 
patient less satisfactory. 

If the call is as high a call as ever, and the 
type of women seeking training is as fine as ever, 
this change in attitude, if it exists, would seem 
to be intimately associated with the type of 
training and the education the student nurse 
receives. Someone has well said, ‘‘It is impos- 
sible for nurses to be over-educated in the fullest 
sense of the word, but it is possible for them to 
be inappropriately educated.’’ 

Let us briefly review the present day system 
which is responsible for the education of nurses. 
Most of the 200,000* trained nurses who are to- 
day actively engaged in their profession in this 
country have received their nursing education in 
what is known as the hospital training school 
system. This system is essentially an appren- 
ticeship system. There are a few exceptions so 
recently inaugurated as to almost fall into the 
class of experiments. Examples of this new 
method are the School of Nursing in Washing- 
ton, conducted by the Army in close association 
with the Walter Reed Hospital, maintained at 
government expense, and, therefore, paid for by 
the tax payers of the nation; the recently in- 
dependently endowed School of Nursing at West- 
ern Reserve University, and the notable experi- 
ment here in New Haven under the auspices of 
Yale University and the Rockefeller Foundation. 
Our distinguished guest of the evening, Profes- 
sor Winslow, has played an important part in 
shaping the policy of this latter example. I will 
leave the detailed discussion of these two sys- 


*Nurses, Patients, and Pocketbooks, p. 61. 


tems to the speakers of the evening. It is enough 
for me to point out that under the old and still 
prevailing system, the education of the nurses is 
a by-product of hospital administration and 
often a very expensive by-product. Hospitals 
have developed the system in order to care for 
their patients adequately at low cost to the hos- 
pital. At first sight the low cost of this nursing 
service to the hospital seems unquestionable, for 
at one of the best training schools in the coun- 
try, each student nurse gives in the course of 
her three years’ training nearly 7500 hours of 
service and receives less than 850 hours of de- 
tailed didactic instruction. However, the de- 
mands which an approved training school 
may make on the funds collected from 
the public for hospital maintenance and 
the drain upon the daily purse of their adminis- 
trations have become very heavy. In a drive for 
over a million dollars now being conducted for 
a hospital of 200 beds, approximately one half 
is to be expended on a new nurses’ home, and 
the number of beds required to house the stu- 
dent, affiliate, and graduate nurses of the hos- 
pital, equals or slightly exceeds the number of 
beds of the patients. Is this as it should be, 
gentlemen ? 

The new system is based upon the conception 
that the education of the nurse should not prop- 
erly be considered as an essential part of hos- 
pital administration and should be neither con- 
trolled by it nor paid for out of the funds col- 
lected by the hospital for the treatment of the 
sick. It is based upon the principle that the 
education of nurses should be a separate private 
or a public responsibility just as truly as is a 
college or a professional school a privately en- 
dowed or a public responsibility. 


SUPPLY OF NURSES 


In a recently published book entitled, ‘‘ Nurses, 
Patients, and Pocketbooks,’’ by Dr. May Ayres 
Burgess, which is a preliminary report of the 
Committee on the Grading of Nursing Schools, 
there appear some very significant statistics. 
This important committee make also some 
thought-provoking comments. They have hap- 
pily adopted, as they say, the attitude of ‘‘all 
cards on the table face up.’’ The finding of this 
committee in relation to the supply of trained 
nurses may be designated as startling. Instead 
of there being a shortage of nurses as has been 
generally supposed, there is apparently at pres- 
ent a surplus. An over production is taking 
place under the prevailing system at a truly 
alarming rate. In 1900, there were 16 nurses 
and 175 doctors to every 100,000 of the popula- 
tion. In 1920, there were 173 nurses and 137 
doctors. In 1965, if the present apparently wise 
limitation of the output of doctors by the med- 
ical schools obtains and the seemingly unwise in- 
crease in the output of nurses’ training schools 
continues at its present rate, there will be 437 
nurses to 100 doctors for 100,000 population. 
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Two weeks ago, October 26th, 1928, at the 
Central Directory of nurses in Boston, there 
were 298 unemployed nurses on call, and approx- 
imately only 100 of these had specified that they 
would accept only hospital calls. In spite of 
this surplus of quantity, it had taken twenty- 
four hours for the head of a great training 
school to secure the services of a suitable person 
to nurse, in delightful home, an agreeable, 
wealthy woman who had no contagious disease, 
nor was indeed dangerously ill. If a superin- 
tendent of a training school needs a graduate 
nurse for ward floor duty, it is very difficult 
for her to find one willing to accept this duty, 
though the employment is steady and in the 
course of a year the financial return would be 
as great as the average pay of a private home 
nurse. The graduate does not like to work with 
student nurses. Physicians and, indeed, some 
superintendents of training schools feel they 
have a just cause for complaint against the atti- 
tude of many nurses who are unwilling to ac- 
cept difficult or disagreeable cases. The spirit 
of some nurses seems to be unwilling and the 
flesh strong, instead of the spirit being truly 
ready and only the flesh weak. The shortage is 
of quality, not of quantity. 


COST OF NURSING 


The cost of trained nursing is a common 
cause of dissatisfaction. The grading commit- 
tee find that the average pay of a registered 
nurse is six dollars a day and of a practical 
nurse is five dollars a day. The practical nurse 
is perhaps more willing to accept 24-hour duty 
and to engage in more household tasks, yet the 
committee find that in the hospital, district, club, 
and commercial agencies there is a 93 per cent. 
demand for graduate nurses and only a 6 per 
cent. demand for practical nurses. Eighty-four 
per cent. of the physicians answering the ques- 
tion as to whether they would prefer graduate 
or practical nurses for their patients, desired 
graduate nurses; only 8 per cent. preferred 
practical nurses. It is evident that the rdle of 
the practical nurse is as yet undetermined. 

The experiment of group nursing has been 
tried and should not be abandoned, but as far 
as our knowledge goes, it has not met with suc- 
eess. The Peter Bent Brigham Hospital offered 
24-hour group nursing service to its private 
patients at half the prevailing rates. Loss of 
money forced it to abandon the experiment be- 
cause not enough patients were willing to share 
their nurses with other patients, despite the ad- 
equacy of the service and its lowered cost. 

Trained nurses are now registered in every 
state in the country and every state I believe 
has its board of registration of nurses as well 
as its board of registration in medicine. In 
Massachusetts, both boards have a common paid 
secretary. Up to 1919, in Massachusetts nurses 
could be registered by the board without refer- 
ence to their training. Since 1919, the board is 


allowed to register only graduates of training 
schools which have been approved by the board. 
The quality of the training and the educational 
facilities of the different schools throughout the 
state is very different. The Massachusetts Board 
would seem to lack funds for any careful survey 
of the many training schools. There is, there- 
fore, a great difference in our state in the edu- 
cation and qualifications of even the registered 
nurse. ' These are only a few of the problems 
which the nursing situation presents. 


It is possible that the medical profession might 
have erected a barrier across the rocky trail 
along which the nursing profession were travel- 
ing toward higher education. Be this as it 
may, they have made no concerted effort to do 
so. The narrow path has now widened into a 
state highway and it would be difficult if not 
impossible for the medical profession to block 
it, even if they thought it wise for both pro- 
fessions to have it blocked. It probably is not 
wise. The nurses’ engineers are constructing 
their road on almost the same sound principles 
as those upon which the doctors have built their 
own educational road. 


The purpose of the education and training of 
nurses has been well expressed in the recent ex- 
hortation of a training school superintendent. 
‘Let us cherish our idealism and let us not forget 
that although the basis of good nursing may 
rest solidly on education and on science, the 
practice of it is an art which cannot be measured 
in statistical studies, which cannot be taught in 
didactie fashion, but which must emanate from 
the desire to help, a service which in its truest 
sense can never be bought.’’ 


OBJECT OF DISCUSSION 


The reason for the widest discussion by phy- 
sicians of the nursing situation is this. In spite 
of the respect in which the medical profession 
holds the trained nursing profession, in spite of 
the realization of both, that the one profession 
cannot properly function without the other, 
there is a growing honest conviction that the 
two professions are not as complementary as 
they should be, nor as they have been in the 
past. Those who suffer most from this situation 
are the patients and their families. Yet the wel- 
fare of the patients is the Ultima Thule of both 
professions to which all other ends, at whatever 
cost, must be subjected. Nurses and physicians 
are essential to each other. They must under- 
stand each others’ motives in order to be loyal 
to each other. Without loyalty no team play 
is possible; without team play, the patient must 
acutely suffer. 

PRESIDENT Oscoop: Now, gentlemen, it is al- 
ways well to recognize one’s limitations, and 
one of the easiest of my limitations to recognize 
is that I am a very poor toastmaster. I am re- 
minded of a story, which may be an old one to 
you but which was new to me, in relation to 
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after-dinner speaking, and which applies to me 
as toastmaster. 

Chauncey Depew, of course, was a very well 
known after-dinner speaker and a peerless one. 
At one time he was to make an after-dinner 
speech in a locality where there was a very fam- 
ous local speaker named Porter, I think. At any 
rate, Mr. Depew got up for his speech, and, 
wishing to take the sails a bit out of the man 
who was to follow him, said that this local speak- 
er, Mr. Porter, was really a very famous after- 
dinner speaker, and always very ready. It might 
almost be said that all you had to do was to 
drop a dinner in Mr. Porter’s slot and up would 
come a story. Then he went on to make a bril- 
liant speech with many racy and perhaps a few 
questionable stories. When it came Mr. Por- 
ter’s turn, he said that he was embarrassed at 
speaking after Mr. Depew and he thanked him 
very much for his introduction, but as far as he 
was concerned, he would like to say that all Mr. 
Depew had to do was to drop one of his stories 
into his slot, and up would come his dinner. 
(Laughter. ) 

Now, gentlemen, we don’t want anything like 
that to happen. I propose that we transform 
ourselves now into a sort of a town meeting on 
the subject of trained nursing and I will prom- 
ise to provide you with a moderator experienced 
in the art and also beloved by us all. While you 
proceed to the physical digestion of this very ex- 
cellent dinner which our kind and efficient Com- 
mittee of Arrangements and Dr. Verdi’s hos- 
pitality have provided for us, let us partake of 
another meal, but this time a mental meal, pre- 
pared by two very excellent chefs. If we shall 
find ourselves in a stew, (laughter) let me re- 
mind you that a New England boiled dinner is 
after all a friendly meal and one which has 
very high caloric value. But this question, gen- 
tlemen, must be settled not by talking about it 
alone but by our thinking about it and, if we 
can, finding an answer. 

One may quote an old Latin quotation of Cel- 
sus which runs: 


“Morbi non eloquentia sed remediis curantur.” 


I am happy to introduce the moderator of the 
evening, Dr. Bowers. (Applause.) 


TOASTMASTER Bowers: Mr. President, Mem- 
bers of the Society and Guests—I assure you it 
is an honor to be ealled upon to help you with 
your remaining deliberations, but it is also a 
misfortune for you in that you will notice, if 


you have read your program, that the gentle- 
man who was to have occupied this position is 
one of the most brilliant, most versatile and en- 
ergetic people that we have in Massachusetts— 
Dr. George H. Bigelow. I can assure you that 
if he could have been here, there wouldn’t be a 
dull moment in the matter of introduction, as 
there will be no dull moments in the addresses 
which are to be presented. 

This meeting, it seems to me, is a particularly 
fortunate one, in that there are certain innova- 
tions. You have chosen to bring into your dis- 
cussions that other group of practitioners who 
are known as internists, probably because of the 
recognition of the fact that we have all come to 
realize that surgery is simply one of the thera- 
peutic resources of medicine, and so it seems 
most fitting that this particular innovation 
should be, in the future, one of the regular pro- 
cedures of your meeting, and that you will call 
upon these men to meet with you and discuss 
your problems from their standpoint, to give 
you their opinions and their experience, and to 
guide you in many of your deductions when you 
come to deal with the problems of surgery. 

This discussion on the question of Nurses in 
their Relation to Physicians and in their Service 
to the People, (which has been introduced by 
your President), is another somewhat radical de- 
parture in that it departs from the specifie prob- 
lems of your particular daily work. But, of 
course, it is a very important problem because 
in the development of medicine, nurses are the 
adjuncts of physicians, the necessary lieutenants 
in every feature of the doctor’s work, and it is 
very fitting tonight that you have arranged to 
have to help you in this particular discussion a 
gentleman who has become associated with many 
others in studying some of the problems which 
are dear to the hearts of the doctors. I refer to 
that organization which is now in operation, 
known as the Committee on the Cost of Medical 
Care, which is a nationwide organization and 
which has for its leader Dr. Ray Lyman Wilbur, 
whom you all know. The Chairman of the Ex- 
ecutive Committee, one of his co-workers, is the 
next speaker of the evening; he whom you know 
as one who has become interested in the problems 
of the physician, of the nurse, and the service 
which these professions render to the public. He 
is now engaged in the Public Health Adminis- 
tration of Yale University and is particularly 
interested, I am told, in the growth and the de- 
velopment of the School for Nursing in Yale 
University—Professor Winslow! (Applause.) 
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Mr. President, Mr. Toastmaster and Members 
of the Society. I feel it a very great honor to be 
allowed to come here tonight and talk to you 
about this subject. I have no official connection 
with the work of the Nursing School at Yale, as 
Dr. Bowers has perhaps implied, but I have a 
very keen interest in the subject of Nursing Edu- 
eation, as a public health man, because the great 
need that we feel for expansion in public health 
nursing is so largely concerned with the devel- 
opment of better nursing education. 

Altogether the subject of Nursing Education 
is a good deal like the problem discussed by 
the officer of a colored regiment during the war. 
In the course of an engagement this officer found 
one of his men moving silently and rapidly in 
the direction of Paris, and he called to him and 
said, ‘‘Now, you mustn’t do that; that won’t 
do at all. There’s no reason for you to be afraid. 
Don’t you know, Sam, that if a shell is meant 
by the Lord to hit you, it’s going to hit you, and 
if it’s meant for somebody else, it’s going to hit 
him, and there’s no use in your running away ?’’ 

**Massah, ah knows dat what you say is right, 
and if a shell is addressed to me it’s gwine to 
hit me and if it’s addressed to de udder fellah, 
it’s gwine to hit him, but what I’m afeared of, 
boss, is Jest dem shells dat am addressed to whom 
it may concern.’’ (Laughter.) 

This subject of Nursing and Nursing Eduea- 
tion is addressed to whom it may concern, and 
it hits all of us in a great many different ways. 

I think we all agree that the present situation 
is unsatisfactory. I do not think, however, that 
this condition results from a shortage of nurses 
or from any general defect in the quality of 
nurses. 

Your President has referred to this book 
which I hold in my hand and I want to refer to 
it, too. It is entitled ‘‘Nurses, Patients and 
Pocket-Books’’. I brought a copy with me to 
show you, so that you might recognize it. You 
see it is bound in a good Harvard color in honor 
of your President and your Toastmaster. This 
is a volume whose publication was authorized by 
the Committee on the Grading of Nursing 
Schools. The Journal of the American Medical 
Association a week ago reviewed this book and 
said at the end that it was obviously the work 
of a nurse who was a college graduate and so 
could be considered as giving nothing but a 
‘*jJaundiced’’ view of the subject. 

Now, if Dr. Burgess, who prepared this book 
for the Committee, is a nurse, she has grossly 
deceived us. She has at any rate succeeded in 
concealing that fact. We still hold the belief 
that she is not a nurse. 

The Committee under which this work was 


*Read at the evening session of the New England Surgical 
Society in New Haven November 9, 1928. 

{For record and address of author see “This Week’s Issue,” 
page 300. 


done is a representative Committee composed of 
delegates from the American Medical Associa- 
tion (the Chairman, Dr. Darrach, is one of the 
A. M. A. delegates), the College of Physicians 
and Surgeons, and the American Hospital As- 
sociation, as well as the three nursing organiza- 
tions and the American Public Health Associa- 
tion, and the findings of this first portion of the 
Committee’s work are, I think, highly signifi- 
cant. 

In this study, not only nurses but physicians 
and patients were canvassed, and Dr. Burgess 
was able to obtain replies from some 25,000 phy- 
sicians, 22 per cent. of the membership of the 
American Medical Association. The reports of 
these physicians—of course, many of the 25,000 
physicians were in branches of medicine in which 
they did not use nurses at all,—but, of those 
who were in the type of practice that required 
nurses, showed that each of them had on the 
average at a given time 3 patients who needed 
special nurses, and 2 who secured them. The 
reason for the lack of nurses was very significant. 
In 45 per cent. of the cases of those who lacked 
nurses, it was because the family could not 
afford to pay for a nurse; in 29 per cent. they 
preferred to have the nursing done by relatives 
or friends; in 13 per cent. they would not have a 
nurse; in 7 per cent. the nursing was done by the 
Visiting Nurse Association, and in only 6 per 
cent. of those cases was the family without a 
nurse because they could not get a nurse, al- 
though they were in a position to pay for her. 

The reaction of the physicians to the quality 
of the nurses whom they employed was also sig- 
nificant. Dr. Burgess asked them to state the 
qualities that they wanted in a nurse. General 
care ranked highest. Sixty-five per cent. of the 
replies specified that. Ability to observe symp- 
toms ranked next, 45 per cent. Ability to fol- 
low orders, 43 per cent. Good breeding, 34 per 
cent. Ability to handle people, 380 per cent. 
Ability to practice asepsis, 28 per cent. Those 
were the six qualities that were specified by the 
largest fraction of the physicians, and you will 
notice that while the term ‘‘General Care’’ is a 
little vague, at least four of the six qualities 
specified here require a personal ability and a 
training of rather a high quality. The ability 
to observe symptoms, to show good breeding, to 
handle people, and to practise asepsis are qual- 
ities which are not easily gained. Yet in spite 
of these rather high demands, the physicians 
expressed a remarkable satisfaction on the whole 
with the quality of the service rendered. These 
physicians who replied were asked to consider 
one nurse whom they had employed recently, the 
last one preferably, and to say whether they 
would like to have that same nurse again, and 
the astonishing result appeared that 89 per cent. 
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of them said that they were satisfied and would 
like to employ that particular nurse whom they 
had had, once more. 

Next, the difficulty does not seem, on the basis 
of this study, to be associated with any general 
shortage in the total number of nurses avail- 
able. We asked the directors of several hundred 
registries whether they would like more trained 
nurses in their communities or not, and 28 said 
‘“ves’’, while 325 said ‘‘no’’. We asked the di- 
rectors of public health nursing organizations 
whether they had more applicants for positions 
than positions to fill, and 69 per cent. of them 
said they had. 

The most revealing situation that appeared 
was indicated by the attitude of the nurses them- 
selves. We know that in practice it is often dif- 
ficult for the physician to find the nurse he 
wants. We know that it is often exceedingly 
difficult for the patient, for economic reasons, 
to obtain the nursing care that is desirable, and 
yet when we look at the other side of the picture 
and ask how the present system of private duty 
nursing works out from the standpoint of the 
nurse, we find a picture that is even more dis- 
couraging. 

For example, a canvass made of many thou- 
sands of nurses during a typical week in March, 
when illness is at its highest, showed that those 
nurses spent one day of that week in waiting for 
a job—not in resting, but in waiting for a job, 
and that at the highest sickness peak of the 
year. So considerable is this unemployment 
that the average income of the private duty 
nurse is only $1300, as compared with $1800, 
for the public health nurse and $2200 for the 
institutional nurse. The private duty nurse has 
no future, nothing to look forward to. The in- 
come curves for the public health nurse and the 
institutional nurse rise steadily through her pro- 
fessional life. The private duty nurse reaches 
her $1300 in a few months and there she stays, 
with no advancement to anticipate; as a result, 
when these nurses were asked whether they in- 
tended to stay in the profession of nursing 
85 to 90 per cent. of the public health 
nurses and the institutional nurses said ‘‘yes,’’ 
but only 55 per cent. of the private duty nurses 
responded in the affirmative. 

It seems clear then that there is something 
radically wrong, as your President has said, 
with the system, a system which is unsatisfac- 
tory to all concerned, and probably more unsat- 
isfactory to the private duty nurse herself than 
to anyone else in the whole picture. 

What is the answer? One feels sometimes 
like the Irishman who was asked whether he 
would rather be in a collision or an explosion. 
He thought it over a little and then said, ‘‘ Why, 
I’d rather be in a collision.’’ 

He was asked the reason and replied, ‘‘ Well, 
because in a collision there you are, and in an 
explosion where are you?’’ (Laughter.) 

We begin to feel a little that way about this 


nursing situation. The remedy, it is clear I 
think, is not in a flood of half-trained nurses, 
any more than the remedy for the lack of phy- 
Sicians in rural districts is the turning out of 
half-trained medical practitioners after the Rus- 
sian pattern. The difference in cost between 
the trained nurse and the untrained nurse, in 
the first place, is almost insignificant, and in the 
second place wherever we have tried—and many 
of us have tried rather earnestly—to develop a 
second class of nurses, an attendant class, that 
attempt has failed. 

There are, however, some alternatives. In the 
first place, there is a partial remedy, I think, 
to be sought in the better adjustment, the better 
organization of the services that we have. The 
reason why private duty nursing works so bad- 
ly is that it is unorganized; that nurses are 
idle and unobtainable, almost in the same place, 
and almost at the same time, for lack of the 
proper co-ordinating machinery. The fact that 
nurses refuse calls and discriminate against cer- 
tain types of case, is one of the most serious in- 
dictments against the nurse; but can you blame 
them when they are acting solely as individuals, 
—when there is no system of group responsi- 
bility? You don’t find the member of a public 
health nursing organization refusing to take an 
unpleasant case. But if there is no organiza- 
tion, no mutual responsibility, it is very natural 
that individuals should pick and choose. The 
development of some organized system by which 
the private duty nurses can be utilized to the 
best advantage is most essential. I am not sure 
how this organization can be brought about, but 
I do think that serious efforts should be made 
at better and more constructive organization of 
registries. 

I think there are great possibilities in the care 
of many types of sickness through the further 
development of hourly and appointment pay ser- 
vice by Visiting Nurse Associations. I feel sure 
that we are trying to care, through private duty 
nursing, for many types of cases that could be 
eared for, and should be cared for, on the hourly 
plan. We must get away from the idea that the 
public health nurse is a charitable institution, 
just as we have got away from the idea, I hope, 
that the dispensary and the hospital are char- 
itable institutions. They are places where those 
who need a special type of medical service and 
cannot obtain it elsewhere, can get it; and that 
service should be free or part-pay or full-pay, 
depending on the economic conditions of the pa- 
tients. Financial responsibility is a separate 
question; the primary essential is that the pa- 
tient should get the kind of care that he needs. 
Just so, the public health nurse should serve 
free or part-pay or full-pay, but should always 
be ready to give that type of service that the 
publie needs. 

Dr. Osgood spoke of group nursing and the 
necessity of semi-private wards in hospitals. 
These, too, present most important possibilities. 
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Then finally, is it not feasible perhaps to 
work out some scheme like that which has been 
tried in one or two places with only moderate 
success, some scheme of a family insurance plan, 
so that the payment for nursing services may 
be distributed over a group of individuals and 
over a period of time. 

The nursing schools have grown up, as Dr. 
Osgood has said, largely in the first place out 
of the needs of the hospitals, experimentally, 
tentatively, often showing signs of splendid vi- 
sion and sacrifice on the part of hospital author- 
ities and physicians, but tending always to an 
increasing flood of graduates. As a result, the 
nursing profession, under its present organiza- 
tion, is overpopulated, and if the present output 
of students continues for ten years, there will be 
perhaps twice as many trained nurses as the 
country can possibly absorb. 


It seems clear that the training schools must 
reduce this output and at the same time must 
improve quality, because such legitimate dissat- 
isfaction, as we find, is a dissatisfaction with the 
kind, rather than the amount, of nursing 
obtained. The hospital administrator and 
the public health worker want nurses of 
higher calibre and sounder training and 
cannot find them. The specialist wants 
nurses with certain types of technical skill 
and cannot get them. The physician finds 
nurses unable to meet the home situation eifec- 
tively not because the nurse is unwilling to meet 
it but because she doesn’t know how to meet it. 
You will recall the emphasis, that is coming into 
all forms of medical treatment, upon hygienic 
measures and nutrition. The nurse who ean in- 
telligently adapt the instructions of the physi- 
cian as to nutrition to the family needs of the 
patient and the purchasing capacity of the pa- 
tient must be a person of considerable training 
and considerable natural capacity. We are rec- 
ognizing more and more the fact that a certain 
amount of mental hygiene is a vital and essen- 
tial element in the work of the nurse. Some 
nurses are born with this. I suppose that great 
teachers and great clergymen and great physi- 
cians and great nurses have always been in- 
stinctive psychiatrists, but today there is devel- 
oping a body of knowledge about mental hygiene 
which in some measure at least can be taught, 
so that we don’t have to wait until heaven gives 
us a Thomas Arnold or a William Osler. We 
can at least teach certain of the rudiments of 
this art, and I believe that a very large frac- 
tion of the difficulties that occur in the house- 
hold and the difficulties that occur with the pa- 
tient under the present system of nursing wouid 
be removed if the training school could inocu- 
late the nurse with the rudiments of sound 
mental hygiene. 

The details of education no one ean fix but 
educators. The alumnus of a college, as at least 
college authorities will agree, is not a sound 
judge of the type of training that should be 


given. He may know what he wants; he may 
know what a Harvard man, a Yale man, a doc- 
tor or a nurse or a lawyer ought to be, but I do 
not believe that he knows how to produce it. The 
details are for those who are specialists in the 
particular kind of edueation. Heaven knows, I 
don’t know anything about what the edueation 
of a nurse should be. [I am trying to find out 
a little bit about what the education of a doctor 
should be, and all of us at the Yale Medical 
School are busy taking a post graduate course 
in that subject, and that is quite enough for 
us. But we do know, I think, that the training 
of the nurse, like every other kind of training. 
is an educational problem, and that, as Dr. Os- 
good has said, it must be attacked along educa- 
tional lines, and with a single, primary, educa- 
tional aim. That means that our whole concep- 
tion of the relation between the hospital and 
the training school must be revised. It means, 
first of all, that we must have something like 
intelligent hospital cost accounting, so that it 
shall be possible to determine what is happening. 
as between the nurse, the training school and the 
hospital. 

I do not believe there is any hospital in the 
country where that can really be done today, 
but we must learn to separate the cost of caring 
for the sick from the cost of educating the nurse. 
We must face honestly the two problems: one 
of financing the care of the sick and the other 
of financing nursing education. Why, gentle- 
men, in every other field, from law and _ reli- 
gion and medicine down to typewriting, we ree- 
ognize that education costs money; that if you 
want education, somebody has got to pay for it, 
and that in the case of the professions whose 
services are needed by the community, that pay- 
ment should be provided by the community. 
either through its public channels or through 
private generosity. The nurse is the only kind 
of person in the world who is expected systemat- 
icaily to pay for her education with the work of 
her hands at the time she is getting it. 

The injustice has been on both sides. Unques- 
tionably, in many hospital training schoo.s the 
nurse has been exploited by the hospital and has 
paid into the hospital far more in her labor than 
she got in education. In many eases it has been 
the other way around, and money given for the 
care of the sick has been used for the purposes 
of education. We have to face the fact that there 
are two distinct and separate problems involved : 
that we must have money for the care of sick- 
ness and that we must have money for the en- 
dowment of nursing education. The blame for 
what has happened in the past does not rest on 
the hospital and it does not rest on the nurses. 
It rests on the community. But it is our duty, 
1 think, to call the attention of the community 
clearly to the fact, that society has been woe- 
fully negligent in providing for the education 
of one important class of professional persons 
to care for the sick. 
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It is not unnatural perhaps, as we are all 
bound by the bonds of history, that we should 
think of things as we used to think of them. 
You remember when the first motor-driven ve- 
hicles were introduced, we called them ‘‘horse- 
less carriages,’’ and they were horseless car- 
riages; they were shaped like a carriage, and 
it took us a number of years to find out that 
while that was a good shape for a carriage, it 
wasn’t a good shape for an automobile. We 
gradually changed designs, we gradually freed 
ourselves from the bonds of the form imposed 
upon us by the old historic idea. We have had 
this same problem to face in nursing and in 
medicine, and let me point out to you that, after 
all, this problem of the unsatisfactory character 
of nursing is not intrinsically different in most 
respects from the problem with regard to medi- 
eal service itself. 

This Committee on the Cost of Medical Care, 
of which Dr. Bowers has spoken and on which, 
by the by, he is rendering such magnificent ser- 
vice, Was organized, and its establishment actu- 
ated, very largely by the same sort of.complaints 
made by the public against medicine that are 
made by the public against nursing. There is 
the same dissatisfaction on both sides. There 
is the same complaint that the doctors are not 
what they used to be; that they are fussy and 
finicky, and they use specialists, and they charge 
too much, and you ean’t get them, when you 
want them and there aren’t any of them to be 
found in the rural districts, and that they are 
selfish and spoiled. None of these things are 
true; but you hear such criticisms on every 
hand. Furthermore, you hear exactly the same 
story from the physicians as from the nurses, 
as to unpaid bills and unsatisfactory remuner- 
ation and competition of various unfair types. 
The whole situation in respect to the care of the 
sick, in medicine and nursing and dentistry and 
pharmacy, and hospital and elinie care, has 
come down to us in a formative stage, and we 
are just beginning to really look at it and con- 
sider whether it is what it should be. 

You remember that story in H. G. Wells’s 
“ood of the Gods’’. The people who had eaten 
this magic food became about eight times the 
normal human stature, and they were eight 
times as big mentally and morally. One of these 
giants, who had been kept a prisoner by the lit- 
tle people of the present day, escaped and wan- 
dered down into London and when he looked at 
the hurrying millions of little people he said, 
‘“What are you all for, you little people?’’ 

We are just beginning to ask ourselves that 
question,—what are we really for? And we 
must not be too much allured and dazzled by 
these roseate pictures of the past. Of course, 
it is very easy to become tearfully sentimental 
over the nurses of our golden youth, over these 
sweet, patient, loyal, lovely young women with 
their becoming uniforms, who watched our every 
movement, who were always ready with instan- 
taneous service. If we want to, we can become 


sentimental about the old-fashioned doctor, with 
his little bag and his horse and buggy, who 
brought sympathy and comfort to the whole 
family, but how far does that fit in with the 
way modern scientific medicine can be applied? 
It seems to me that we have to free ourselves 
of these sentimental images. 


Dr. Osgood spoke of nursing having origina- 
ted in religion and war and science. May I 
twist his analogy to suggest that we must give 
up that religious concept of nursing in which 
the nurse is the worshipper and the doctor is 
the God? We must surely avoid the concept of 
a war, in which the doctor and the nurse are 
jealously competing. We must look at the whole 
problem in the clear light of science. Let us 
first of all realize that the problem is to pro- 
vide for all the people, rich and poor, in city 
and country, the kind of care they need. That 
is the first thing. And the second thing is to 
encourage the payment for that service, by the 
people who get it, of the largest possible share 
for which they can pay. Society must provide 
in some way to cover the cost that the individ- 
ual cannot bear, but must set up a system which 
will encourage as far as possible, will make fea- 
sible as far as possible, the carrying by each 
family of its own financial share of the burden. 

Then, finally, the third essential is to main- 
tain in medicine, and to maintain in nursing, 
such professional standards as will insure self- 
respect and quality of service. I submit that 
all this will take patient and honest and cour- 
ageous thinking, free from an emotional bias. 
It is a difficult thing to think through, but it is 
something which we in this country are going, 
I hope, to think through within the next twenty 
years, and to which I hope we are going to find 
a better answer than has been found in any of 
the countries of western Europe, where this 
problem has been attacked along political lines 
before the medical profession was ready to take 
its part in solving it. That is the really signifi- 
cant thing about the Committee on the Cost of 
Medical Care: that it represents an honest and 
earnest effort on the part of a group of the lead- 
ing physicians of the country, in co-operation 
with a group of persons interested in public 
health and community welfare, to study the sit- 
uation, to find out what, if anything is wrong, 
and to see what leads can be obtained pointing 
toward a solution. 

The problem of nursing care and of nursing 
education is just part of this larger problem, and 
I believe that we in this country are going to 
have sufficient patience and honesty and courage 
to face the facts and to work out some joint 
solution that will lead us further toward the 
ideal of the right service for the whole people 
and justice for the physician and the nurse. 
(Applause. ) 


TOASTMASTER Bowers: I think you will all 
agree with me that if we were an educational 
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institution with power to confer degrees, we 
would certainly confer a degree of Doctor of 
Psychology of Medicine and Nursing upon the 
last speaker. 

The fact remains, however, that perhaps we 
are not all quite convinced. As doctors, we are 
constantly running up against very difficult 
problems; we have certain very great disap- 
pointments, and our patients share them with 
us, and while the very brill?ant address which 
has been given seems to point the way for a 
solution, it is still proper for us to consider 
some of our daily medical problems, matters 
that irritate us, and we are now perhaps tack- 
ling a new phase of study for the doctor, just 
as in the recent past there has been a very defi- 


nite study made of the methods of medica! edu- 
cation and certain very definite ideas have been 
evolved, some of which are very antagonistic 
to existing methods. We have with us for the 
next speaker one who has been very much in sym- 
pathy with some of the criticisms of medical ed- 
ucation, and perhaps under the leadership of 
the eminent Dr. Pusey may have been led to ex- 
press himself pretty forcibly on many occasions. 
He is also interested equally, I think, in the 
education of nurses and in the problems which 
come to the doctor with relation to the ser- 
vice which a nurse renders to the patient and 
as assistant to the doctor. 

I take great pleasure in presenting to you 
Dr. James 8. Stone. (Applause.) 


THE EDUCATION AND SERVICE OF THE NURSE* 


BY J. S. STONE, M.D., F.A.C.8.T 


Mr. Chairman, Members and Guests—It has 
been a great privilege to listen to what Professor 
Winslow has had to say. To some of what he 
says, I assent. To other parts of it, I don’t 
assent at all. 


TANDARDIZATION has been the curse of 
recent medical education. Until recently 
this statement might have been regarded as the 
expression of individual opinion perhaps preju- 
diced. In the preface of the third report of 
the Commission on Medical Education it is 
pointed out that while at the onset of the re- 
form movement detailed regulations were need- 
ed to attain the desired standards, these regula- 
tions have accomplished their major purposes 
but now tend to impede further progress. Those 
who sympathized fully with the movement to 
better medical education but who in time felt 
that the regulation of standards had become un- 
reasonable were met with the cry that they 
were lowering standards and destroying what 
had been accomplished. Such statements are 
readily put forth, at once enlist the sympathies 
of those who believe in progress and are difficult 
to refute because they embody not argument 
and reason but a very effective statement of 
opinion. 

Nursing education has gone through changes 
similar to those involved in medical education. 
But nursing education has gone through these 
changes in a much shorter period and had a 
much lower level from which to start. The re- 
sult is that the progress has been amazing but 
probably inevitably the faults have become glar- 
ing. In the field of nursing education those not 
in sympathy with all that is undertaken and 
proposed today are met with the cry that they 
favor lowering the standards. 


*Read at the evening session of the New England Surgical 
Society in New Haven, Conn., November 9, 1928, 


¢For record and address of author see “This Week’s Issue,” 
page 300. 


There is no question, however, that the time 
has come to take new bearings and plot a course 
for the future. Just as the creation of the Com- 
mission on Medical Education is evidence that 
conditions are not satisfactory so the creation of 
the Committee on the Grading of Nursing 
Schools indicates dissatisfaction with existing 
conditions. The title of their report, ‘‘ Nurses, 
Patients and Pocketbooks’’, indicates the chief 
difficulties. The rates charged by nurses are so 
high as to be a very serious burden upon the 
average family in time of sickness, particularly 
if it is prolonged; yet owing to periods of idle- 
ness the yearly earnings of the nurse are an 
inadequate remuneration for the time and 
money she has given to preparation and for her 
long hours and hard work. The cost of medical 
and of nursing education is high. The remu- 
neration necessary is a burden on the sick. 


The question naturally arises as to whether 
there is any common cause underlying what 
seems to some to have become an excessive cost 
in time and money of the education of the doc- 
tor and the nurse. Medical knowledge has of 
recent years advanced so rapidly that the at- 
tempt has been made to crowd into the regular 
medical course a knowledge of the specialties, 
and at the same time to. increase the amount of 
laboratory work to keep pace with the tremen- 
dous advances along these lines. Exactly simi- 
lar elaboration of the education of the nurse has 
occurred. With the advances in medical and 
nursing education have come very radical ad- 
vances in the requirements for registration in 
both professions. These requirements are partly 
the result of legislation and partly the result 
of rulings by the licensing boards. 

On the whole the changes have been more 
rapid and more radical in the case of the nurs- 
ing profession. In view of the feeling that the 
present rigidity in medical education should be 
relaxed it is perfectly proper to ask whether 
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the present rigidity of the requirements for the 
registered nurse is wise. It is fair to state, too, 
that these requirements certainly in the Eastern 
States are practically made more rigid by the 
requirements of the State of New York. All 
schools desire that their graduates shall be 
eligible for registration in that state. 


With the tremendous increase in the number 
of hospitals there has been a corresponding in- 
crease in the number of training schools. At 
first, training in medical and surgical nursing 
was enough. Then were added obstetrics and 
pediatrics. Chemistry and bacteriology, con- 
tagious diseases, gynecology, neurology and 
psychiatry and now psychology are added to the 
eurriculum. Just as in medical education so 
in nursing education there is overcrowding. The 
fundamentals suffer while the attempt is made 
to give a smattering of knowledge in the special 
branches. The confusion has been increased by 
the attempt to add instruction in the various 
new channels now open, such as school, public 
health, industrial and other similar lines of 
nursing. 

Among the smaller schools very wide affilia- 
tions have become necessary. Very few schools 
can provide all the instruction within their own 
institutions. While these necessary affiliations 
have certain definite advantages they have very 
definite disadvantages. The chief of these is 
the lack of continuity of training and the les- 
sened opportunity for the faculty of any school 
to impress their teaching upon the _ pupils. 
While the stay of a few weeks in one special 
affiliating hospital after another may give a won- 
derful opportunity for observation it is too brief 
for real mastery of any special line and often 
becomes more or less of a rest period from the 
busy grind of the overcrowded curriculum in 
the home school. The visit to the affiliating 
school may be demoralizing both to the visitor 
and to the regular pupils in the school visited. 
The standards of nursing in any school depend 
not solely on the quality of the teaching and on 
the alertness of the graduate supervisors but 
upen the spirit and the traditions of the under- 
graduates. These depend upon continuity of 
service and association and rivalry and co-épera- 
tion among the pupils. 

Obviously if the existing requirements are to 
be met and the present objections overcome the 
course should be lengthened. This is the plan 
of those who advocate the creation of five year 
university courses in nursing education. The 
fault to be found with these plans depends upon 
the definition of the word Nurse. 

If the nurse is to care for the sick patient this 
elaboration of the course and increase in its 
length adds to the financial burden and does not 
give any commensurate increase in the value of 
the service rendered. 

If the nurse is to undertake a more or less 
public duty there can be no quarrel with those 
who advocate adequate time and instruction for 


the duties to be undertaken. It is fair to ques- 
tion, however, whether some of the plans pro- 
posed are the best and whether some of the 
training given the nurse who is going to look 
after the sick individual is really necessary. 


A distinguished physician known to you all 
recently called attention to this in an amusing 
way. Inspired by the announcement that a 
leading training school was adding a course in 
oratory to its curticulum he sent an unsolicited 
gift to the Waltham Training School, stating 
that he believed they trained nurses to look af- 
ter the sick and expressing the fervent hope that 
when ill, fate would not place him under the care 
of an oratorical nurse. 

It is a very real question as to how far the 
training should be elaborated in the undergrad- 
uate course. The situation is identical in the 
undergraduate medical course. The fundamen- 
tals should be taught and taught thoroughly in 
every school. This is possible even in the small 
schools. Elaboration of instruction may lessen 
the efficiency of instruction in the fundamentals 
without really having a great effect in broaden- 
ing the usefulness of the nurse. 

The confusion of mind resulting from elabora- 
tion of instruction is illustrated by the answers 
given recently to two questions in a Pennsyl- 
vania examination. The first question was, 
what is a bimanual examination? The answer 
was the examination of a woman by a man. 

The second question was, how would you pre- 
pare a patient for examination in a doctor’s of- 
fice? The answer was: Meet her at the door, 
gain her confidence, and then shave her. 

If the basic training of the nurse is simplified 
by concentration on fundamentals then affilia- 
tions can be cut down and the responsibility of 
the training school authorities emphasized. If 
the courses are simplified the question arises as 
to whether three years are necessary. Certainly 
the woman fitted for nursing ean learn the es- 
sentials in less than three years. The establish- 
ment of standards so firmly that they become 
second nature probably requires two years. It 
is not plain why the basic course could not well 
be cut to about two years. 

Would there be a lowering of standards? Once 
again this depends on the definition of words. 
The ordinary patient would be just as well cared 
for by a nurse trained thoroughly in the fun- 
damentals for two years as by the nurse with a 
smattering of knowledge in specialties acquired 
in three years. The care might be better from 
the standpoint of the patient because the longer 
training in some instances eat least tends to make 
the nurse less ready to fit ini» the everyday 
needs of the situation. 

What makes a woman want to become a nurse? 
Fundamentally it is a desire to help others. In 
the best nurses this desire became a fixed pur- 
pose in childhood. When to this desire is added 
a good basic training the product is the ideal 
nurse. Unfortunately in some instances the 
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elaborate training tends to obliterate the desire 
to be of service. Much of the work of the nurse 
is hard, much of it has very little romance. But 
if the work is done in the proper spirit none of 
it is ever menial. Yet in some schools there has 
been a tendency to create the feeling that some 
of the work that must be done is beneath the 
nurse. This shows itself in various ways. Some 
nurses confine their trade solely to a given hos- 
pital. They have so little loyalty to the patients 
under their care that they are unwilling to 
give a few days to reéstablish them at home af- 
ter leaving the hospital. Such work is purely a 
trade. Such nurses sell their services under 
certain conditions for a fixed remuneration. 

Other nurses treating patients at home adjust 
their day to their own rather than the patient’s 
welfare. As a concrete example a nurse was 
engaged to care for a child with a fractured 
femur. Her services from the professiona 
standpoint were the highest. In the morning 
she bathed and fed the child and attended to 
all the necessary morning routine. Then during 
the morning she read and watched the child have 
his nap. At noon she fed the child but at two 
o’clock as the other children in the family re- 
turned from school the nurse took her four hours 
off until six. The mother was left to care for the 
whole family during the afternoon and to give 
the patient supper at five. The nurse returned 
at six to tuck the child into bed and have a 
restful evening. She slept all night as did the 
patient. 

These are illustrations of lack of adaptability 
and lack of the loyalty to the patient which 
makes nursing really worth while. The extreme 
example I have ever known is the remark of a 
leader in the movement for still higher nursing 
education to the effect that she doubted whether 
it was worth while for a nurse to wear herself 
out trying to save the life of some poor patient. 
This is the exception. It strikes at the very root 
not only of nursing but of all Christianity. But 
this spirit is fostered to some extent by the ad- 
vocates of elaborate training. 

If training is to be made shorter and more 
simple provision should and naturally will be 
made for special post-graduate courses. These 
should be developed to the utmost. 

How about the five year course for those de- 
siring it. Excellent; but let us not confuse it 
with the training of the nurse. It is the train- 
ing of a public or semi-public official and need 
not necessarily include much that the nurse must 
know and do thoroughly. We must think in 
terms of fact. The outstanding objection to the 
five year university training is the difficulty of 
deciding beforehand as to whether this is the 
best course for the individual. There are the 
same difficulties in selecting medical students. 

Provision must be made for those who start 
on the short basic course to go ahead in any spe- 
cial line for which they show fitness. If it is 
possible for those wishing and fitted to take spe- 


cial studies after their basic course is over to 
select and pursue then the results may be more 
satisfactory than to try to select at the outset 
large classes fitted to carry through the longer 
courses. Undoubtedly many will carry through 
the long course with great credit. But the num- 
ber who can well pursue this course is so lim- 
ited that the long course is applicable to few 
schools. 

Objection is made to the method of training 
nurses by what is called the apprentice system. 
Much of the training of the medical student is 
along lines exactly parallel with those of the 
training of the nurse and the direct application 
of the old apprentice system has recently been 
advocated as a reform in medical education. It 
is proposed that medical students be placed 
under practitioners away from schools or hos- 
pitals. The very reason for insisting even on 
the two year course for nurses is the need of es- 
tablishing thorough standards of work. If thor- 
ough grounding in the routine of hospital ward 
work is the apprentice system it is a very excel- 
lent one. If the objection implies that some 
hospitals exploit their undergraduate nurses 
they are to be condemned and ought to be put 
out of business. The abuse of a very excellent 
system of training is not in any sense a reason 
for its abolition. 

Let us do away with the curse of arbitrary 
standardization. 

Let us simplify our basie training but make 
it more thorough. 

Let us offer every opportunity to those able 
to go ahead along advanced lines as far as they 
can. 

Let us foster the spirit of Florence Nightin- 
gale which made so true the remark of Mr. Doo- 
ley, made when the training period was two 
years, that if the Christian Scientists had a lit- 
tle more science and the doctors a little more 
Christianity it would make little difference if 
we only had a good nurse. 


TOASTMASTER Bowers: Before we open the 
discussion, your President has an announcement 
to make. 

PRESIDENT Oscoop: There is one telegram 
here which I think should be read to you be- 
cause of a comment which someone has written 
beneath it. 

“Absolutely impossible to go to New Haven. Very 
sorry. 

R. J. GRAVES.” 


This is the comment written beneath it: ‘‘The 
only man missing from New Hampshire.’’ (Ap- 
plause. ) 


TOASTMASTER Bowers: Now I hope you will 
give just a little time to a very general discus- 
sion of these problems that have been presented. 
As you know, the nursing officials have seemed 
to grow apart from the direct association with 
doctors in the training and education of nurses. 
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They have seemed to take a very definite path 
away from the original scheme, which was very 
close association with doctors in the curriculum 
of training schools. 

It seems to me, as it has seemed to very many 
others (as I have learned in conversation) that 
the way in which these problems will be worked 
out will be in friendly and cordial co-dperation 
among the hospitals, the nurses and the doctors, 
and as a representative of one of our large hos- 
pitals, I want Dr. Cheever to open the discus- 
sion. 


Dr. Davin CueEver: Mr. Toastmaster, Pro- 
fessor Winslow and Members of the Society—I 
really don’t know why I have been called on 
because I know very little about this problem. 
Coming down on the train from Boston, I asked 
Dr. Osgood if I might have the privilege of 
reading his address tonight, which he accorded 
me. He then showed me this book entitled 
‘‘Nurses, Patients and Pocketbooks’’ and I be- 
came interested in looking that over; and that 
was my undoing because that suggested to him, 
I imagine, that I had some special interest in 
this subject ; perhaps some knowledge of it, and 
before I knew it he had asked me in the con- 
fidence of our bunk-house upstairs together if I 
would open this discussion. Now, it is very dif- 
ficult to refuse Dr. Osgood. I tried to get a 
little time to look over this volume, which is 
six hundred pages long, and I naturally could 
eull but very little from it, that I could make 
use of. 

It seems that Dr. Osgood and Professor Win- 
slow both agree in citing religion, war and sci- 
ence as the three animating things which have 
incited women to take up the career of the nurse, 
but I think that Dr. Stone, if I understand 
these three gentlemen right, has struck a truer 
note in saying that it is altruism or the desire 
to help, and it seems to me that that is just 
what they are in danger of getting away from, 
and I am not going to say that that is confined 
only to the complementary profession of nurs- 
ing for I am afraid that it is so to a certain ex- 
tent also in our own profession. However, that 
we are not discussing. 

I did find in a summary of a certain chapter 
there which is entitled ‘‘What Nurses Wish”’ 
the following statement: ‘‘Nurses want nurs- 
ing to be a profession and they are secking the 
four attributes which are characteristic of other 
professions: (1) reasonable hours; (2) ade- 
quate income; (3) constructive leadership, and 
(4) opportunity for growth. 

The first two of those attributes struck me as 
rather extraordinary desiderata or essential at- 
tributes for a profession; certainly for our 
own profession; that is, reasonable hours and 
adequate income. I don’t think that any woman 
who plans to enter upon nursing with the idea 
that her hours must be insured to her to be rea- 
sonable has got quite the right idea, because the 
very essentials of her occupation are such that 


her hours may not be reasonable, and often can- 
not be reasonable. A typhoid perforation isn’t 
going to wait until a nurse comes home from her 
four-hour rest in the afternoon. A baby with 
diphtheria isn’t going to wait before developing 
symptoms of laryngeal stenosis until this nurse 
gets back from her weekly day off. These nurses, 
as I understand it, desire or expect they must 
have a certain definite time off every day and a 
week-end, and they desire a larger life outside 
the profession ; they want to express themselves, 
as the modern idea is, and all that seems to me 
to imply that they are not satisfied with the 
profession which they have chosen. 

As to the second item, ‘‘adequate income,’’ of 
course the laborer is worthy of his hire, and 
nurses ought to be assured an adequate income, 
but any nurse who is envious of her sister who 
is perhaps a private secretary to a captain of 
finance downtown and makes twice her income, 
it seems to me hasn’t got the love of her profes- 
sion at all. She doesn’t realize that her real 
reward consists in the satisfaction of minister- 
ing to sick and suffering people, a satisfaction 
which her sister down in the business office is 
entirely lacking. 

So that I can’t help feeling that a good deal 
of the expression of dissatisfaction on the part 
of the nurses, in that volume, is in part at any 
rate evidence of an unfitness of those particular 
persons for the vocation which they have chosen. 
It is Just exactly as though any of us were to 
repine because we are not making as large in- 
comes as bankers or as brokers in these times. 
We definitely put that aside when we chose the 
medical profession, knowing well that if we 
were successful in our profession, we would have 
rewards which could not be measured in money. 

It has seemed to me, as I glanced at that 
book, that there were repeatedly imputations 
that hospitals were exploiting nurses in their 
schools. That is comparatively an entirely novel 
idea to me. I didn’t realize that that existed. 
I can’t see for the life of me why, in a hospital 
with a first-class training school where the nurses 
receive the very best of vocational instruction 
for their life career, they are not receiving ex- 
actly as much as they give in the labor which 
they expend in that hospital while they receive 
that education, and I can’t see why that isn’t 
the very best way in which they should be edu- 
eated. It is indeed the apprentice system which 
is the very best educational system. <A great 
many medical leaders believe that it would be 
better for the nurses today if they could have 
their whole career within the hospital, rather 
than a part of it of an academic character apart 
from the sick. Acting on this same idea, at the 
Harvard Medical School we are trying to cor- 
relate the studies of the men in the first and 
second year, the pre-clinical studies, with clin- 
ical problems, by introducing the students even 
thus early to actual patients. In the same way 
these nurses who are having their training .in a 
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clinical laboratory,—in other words the hospital, 
it seems to me, are working under the very best 
conditions to get the most satisfactory training 
for their profession. 

Now I say with Dr. Stone that if there are 
hospitals which are exploiting the nurses, which 
are receiving from them more than they are 
giving, those hospitals ought to be rounded up 
by some organization which Professor Winslow 
has implied might be created, some such organi- 
zation as the Standardization Committee of Hos- 
pitals, of the American College of Surgeons. 

In a somewhat perplexed frame of mind, as 
I have wondered what ordinary practitioners, 
such as you and I could do, it has seemed to me 
that we were comparatively helpless except in 
one way, and that particular way is this,—that 
we, in our contact with nurses, in every relation- 
ship, whether as teachers of nurses in the hos- 
pital or as complementary agents with the nurse 
in the care of the sick, must try to make every 
nurse feel that she is indeed a part of the 
broader, wider art and science of medicine; that 
she is just as important in her own sphere as 
the doctor is, and to keep her interested in the 
patient and in the patient’s problems by ex- 
plaining things to her as we go on, explaining 
incidents of the illness; praising her at times 
instead of ignoring her, to a certain extent 
‘*high-hatting’’ her, as the expression goes, and 
making her feel perhaps that her services are 
not appreciated. I think we are all guilty of 
that. I haven’t the slightest doubt that we are. 


If I may just say a word remotely personal, I 
received a few months ago a letter postmarked 
‘*Philadelphia,’’ which was written in a trem- 
bling hand; it looked like the hand of a very 
elderly person. I opened it and it contained a 
large number, perhaps fifty enclosures, slips of 
paper, and a very brief letter which read: 
‘‘Dear Dr. Cheever: I venture to write this 
to you because I think you will be interested in 
these mementos of a member of the profession 
who has died and whom I revered very much.’’ 
It went on to say that the writer was a nurse 
who had graduated from the Boston City Hos- 
pital some forty-five years ago, and had been in 
the practice of her profession ever since. She 
said that she had not had a moment’s unhappi- 
ness in that profession; that she had loved ev- 
ery bit of it; that she was now superannuated 
and practically retired, pensioned in the family 
which she had served long and faithfully, and 
that she was content to realize that her work 
was about done. The enclosures which she sent 
were prescriptions, memoranda and notes made 
by one of the older surgeons, who is now dead, 
which she had preserved. Of course the pre- 
scriptions didn’t amount to anything in par- 
ticular, but the notes were memoranda written 
at the bedside for her guidance in the care of a 
patient, and every now and then at the bottom 
of the memorandum for her guidance was writ- 
ten a word or two of commendation of her 


work the night before. She had preserved those 
all those years, and it was evident from the man- 
ner of her writing that they constituted a part of 
the intense satisfaction which she felt in her 
profession. 


If we ean, as physicians, have that same rela- 
tionship with nurses and make only a few 
nurses, or perhaps one nurse feel that her pro- 
fession is worth while, I think it would do some- 
thing at any rate to solve the problem which 
we are discussing tonight. (Applause.) 


ToastMASTER Bowers: We have time for a 
few remarks and comments. I have the names 
of two or three people who are ready to talk and 
I will give any of you who want to volunteer 
the first opportunity. 

If none of you is ready, I am going to ask Dr. 
Wilkins to say something, although he says there 
is no nursing problem in New Hampshire. 


Dr. Georce C. Winkins: Mr. Toastmaster, 
Members of the New England Surgical Society— 
I am not, as Dr. Bowers has said, particularly 
ready to talk, but he requested me to do so and 
I am always willing to do anything he asks me 
to do, if it lies within my power. 

A little while ago, in connection with another 
phase of medical service, I called attention to 
the fact that in the final analysis the care of 
the sick was the purpose of medical service, and 
that is true whether it be the work of the medi- 
cal profession or of the nursing profession or 
of the hospitals. In the care of the sick, it 
seems to me that we do not need the highly spe- 
cialized nursing. It is not necessary, and nei- 
ther the patient nor the patient’s family requires 
it. It seems to me that the highly specialized 
nurse is, and should be, a product of post-gradu- 
ate work, just as it is with the physician. 

In New Hampshire we have no wealthy com- 
munities; we have a large rural population, 
compared with the urban population, and the 
care that they need is not as a rule the highly 
specialized care. 

In the atmosphere of more or less pessimism 
that has been present tonight, I can perhaps 
throw a little ray of sunshine on the discussion 
by saying that in New Hampshire we are not 
having a serious problem in this matter. Our 
nursing service is adequate. We have enough 
nurses for our private cases; we have enough 
nurses for our public health organizations of 
various sorts, and the nursing is on the whole 
satisfactory. 

Dr. Osgood asked whether the nursing serv- 
ice was improved now over the conditions that 
existed thirty years ago. Personally, I can see 
no particular improvement in any way. 

We have in New Hampshire small hospitals, 
and I think that is one of the reasons why we 
are not having any particular trouble with our 
nursing problem. In the small hospitals the 
nurses are in more immediate contact with the 
physicians; they work with them more closely 
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and follow them out into the homes of the pa- 
tients after they leave the hospitals. I think 
that makes a great difference in the attitude of 
the nurse toward the physician and the physi- 
cian toward the nurse. 

I do not feel that the nurse is being exploited 
in any hospital. The hospital should be above 
the nurse. We should consider the hospital first. 
It is absolutely necessary in all of the hospitals 
today to obtain the services of the student 
nurses without giving them a large remunera- 
tion, and it is much more important, I believe, 
for the hospital to have this service than it is 
to consider what might be called the rights of 
the nurse in this relation. I know from experi- 
ence with some of the nurses who have come 
to our hospital on two occasions from two of the 
more highly developed training schools of New 
England, that these nurses did not fit into the 
work that we required in the small hospital as 
well as some of the nurses that we have had 
from other smaller hospitals. Our situation may 
be entirely different from that in the rest of 
New England, but in our State I feel that we 
are very well off. The demands of the Nursing 
Board are not greater than can be fulfilled by 
the small hospitals and they have a representa- 
tive of the Board who visits the training schools 
of the State, and the requirements which they 
lay down for the training schools in the State 
are not beyond what can be fulfilled easily. (Ap- 
plause. ) 


ToOASTMASTER Bowers: I am told that the 
situation in Springfield might be spoken of. Is 
Dr. Sweet present? 


Dr. FrepertcK B. Sweet: Mr. Chairman, 
Fellows and Invited Guests—The hour is late 
and I will not unduly prolong this discussion, 
although the subject invites endless discussion. 

It is always well to think of the nursing prob- 
lem from the viewpoint of the patient. Our 
chief concern should be for him; the nurse is 
usually quite able to take care of herself. In 
saying this I yield to none in my respect for the 
trained nurse and her calling. Moreover, I do 
_ not place the blame for such abuses as have crept 
into the nursing situation upon the individual 
nurse. That responsibility rests squarely upon 
the shoulders of the women who are acting as 
leaders and teachers of the nursing cult. 


Professor Winslow asks ‘‘ What is the matter 
with nursing education and nursing ¢are?’’ I 
reply, the matter with nursing care is nursing 
education. The nursing care of the sick is after 
all, comparatively simple. It consists largely in 
making the patient comfortable by ministering 
to his wants in the age old manner known to 
woman. When those responsible for the train- 
ing of the nurse face the situation squarely and 
discontinue the attempt to turn out a super- 
trained elass for this simple duty their problem 
will be largely solved. I hope to see the time 
when nurses know less chemistry, bacteriology 


and psychology and show greater proficiency in 
the use of the wash-rag, water glass and bed- 
pan. (Applause.) 


TOASTMASTER Bowers: It is perfectly evi- 
dent that a very cordial note has been struck. 

The President reminds me that you have 
some very important things to do tomorrow and 
he wants you to come to the exercises full of en- 
thusiasm and with abundant rest, so if the 
other gentlemen who have been asked to speak 
tonight will pardon me for not calling upon 
them, I want to give Professor Winslow a 
chance to say his last word to you. Professor 
Winslow! 


Proressor C.-E. A. Winstow: Mr. Chair- 
man—Dr. Stone’s story of the nurse’s questions 
reminded me of an episode that occurred not at 
Yale, and in the company about me here I cer- 
tainly can’t think it was at Harvard. We will 
say it was at Princeton. There was a famous 
football player who failed his chemistry exam- 
ination and they told him he couldn’t play in 
the big game unless he made that up and passed 
the examination with at least 50 per cent. He 
played in the game; and someone asked his in- 
structor how on earth that fellow got as high 
as 50 per cent., and the instructor said, ‘‘I asked 
him two questions. I asked him if gypsum would 
dissolve in alcohol and he said ‘Yes,’ and that 
was wrong, then I asked him what was the coior 
of copper sulphate and he said he didn’t know, 
and that was right, so I gave him 50 per cent.’’ 
(Laughter. ) 

I heartily agree with what Dr. Stone said 
about standardization and I do want to ex- 
plain for the Grading Committee that the Grad- 
ing Committee has not the slightest intention of 
developing external standards for nursing edu- 
cation. The purpose of the Committee, when it 
reaches the grading stage, is to develop step by 
step during the next three or four years a sim- 
ple series of questions which will indicate what 
is being done by the nursing schools, and then 
the nursing schools will automatically grade 
themselves by their answers to these questions. 
There will be no pubiie report of the rank of 
particular schools. There may perhaps be av- 
erages by states, and the individual schools will 
themselves be informed how they stand in vari- 
ous respects in relation to other schools. In 
other words, they will standardize themselves 
and grade themselves, and the Committee will 
simply serve as a medium for interchange of 
information as to what is actual practice. 

There is one other thing I want to make clear. 
I believe there is no one interested in nursing 
education who for a moment would dream of ad- 
vocating a general five-year course of training 
for nurses. There are schools, like ours, at Yale 
which require two preliminary years at college, 
but those are schools for the definite training of 
nurses who will be directors of public health 
nursing organizations or hospital superintend- 
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ents or teachers of nursing. No one would for 
a moment suggest that that length of training 
or that type of education should be given to all 
nurses. On the contrary, the Goldmark Com- 
mittee, which reported some eight vears ago to 
the Rockefeller Foundation, suggested the short- 
ening of the basic course from three years to 
two years and eight months. We did not be- 
lieve, in the light of the information that came 
to us from those experienced in the details of 
nursing edueation, that it could be cut to two 
years but we did recommend that it be cut to 
two vears and eight months, because we were 
convinced by the evidence presented that in that 
period it was perfectly possible to give al] that 
was fundamental, provided that the education 
was administered from an educational stand- 
point, provided that the nurse was given only 
as much of each procedure as enabled her to 
become proficient in that particular procedure. 

I think the nub of the whole matter was real. 
ly stated by Dr. Wilkins, in so far as there is any 
question that is at issue about nursing educa- 
tion. ile expressed, and I think very properly 
expressed, the viewpoint of the hospital. It is 
the duty of the hospital to care for the sick as 
economically as possible; but if the community 
has an interest in the education of nurses, that 
interest is a different one—not necessarily a con- 
flicting one, but an independent one. If you are 
educating anybody, the object of that education 
should be to give as much education as is nec- 
essary, in the shortest possible time. That aim 
may, and very often does, conflict with the im- 
mediate needs of the hospital. That is the rea- 
son why the public, if it desires sound training 
for nurses, must demand that that training shall 
be directed by those who are interested primar- 
ily in nursing education, just exactly as medical 
education is directed by those who are primarily 
interested in medical education. 

I am convineed, as I have’ said, that the course 
should be shortened as much as is practicable 
to give the sound basic training, but I think that 
should be done because it is a waste of time to 
spend a moment in education which is not nee- 
essary. I do not believe it would cheapen the 
nursing service of the community. It has not 
been the experience that there is material saving 
in half-trained nurses any more than in half- 
trained doctors. We have some interesting pre- 
liminary data from the Committee on the Cost 
of Medical Care, as to the distribution of regu- 
lar practitioners of medicine and irregular prac- 


titioners, as between the country and the eity, 
and it seems that the irregular and _ partially 
trained practitioners flock to the centers of great 
wealth very much more than the physicians do. 
What Dr. Cheever and Dr. Stone said about 
the ideals that underlie the professions of the 
healing art is of course absolutely sound. At 
the same time I think you must remember that 
no profession can be built solely upon altruism. 
After all, this is a matter which concerns the re- 
lation of a group of people to the public. The 
public needs the service, and the public must 


pay for that service in some way, either in 


money or in the form of some less material re- 
wards. 

The statement that Dr. Cheever quoted was 
not the statement of a nurse but the statement 
of Dr. Burgess, from her contact with the situa- 
tion in the nursing profession, and I submit to 
you finally that the most striking fact in this 
whole study has, it seems to me, been this reve- 
lation of the fact that nearly half of the women 
now in nursing feel that the conditions are so 
unsatisfactory that they will not stay in that 
profession a moment longer than it is necessary 
for them to do so. That is a situation which is 
serious for us, not as doctors or nurses, but as 
members of the community. In hospital nursing 
and public health nursing, the rewards are not 
extravagant, the duties are severe, and yet things 
are so arranged that the mass of those practie- 
ing the profession are satisfied and happy. When 
we learn, however, that in private duty nurs- 
ing, aS at present organized, conditions are such 
that 45 per cent. of those who are now in the 
field are going to get out just as soon as they 
can, the community problem is a serious one 
that we must face. If there is something funda- 
mentally wrong about the organization and di- 
rection of this branch of nursing we should try 
seriously and honestly, and without sentimental 
bias, to find out what it is and see whether the 
situation cannot be improved. 


PRESIDENT Oscocp: On behalf of the Society, 
I am sure we wish to extend our thanks first to 
Dr. Bowers for acting in this delightful way, 
and to Dr. Winslow and Dr. Stone, and the 
rest of you who have spoken. 

We shall have to close this profitable discus- 
sion now if we are to begin promptly at nine 
o’clock tomorrow morning. 

The Dinner Meeting adjourned at eleven- 
twenty o’clock. 
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POSTOPERATIVE TREATMENT* 


BY DAVID W. PARKER, M.D., F.A.C.S.t 


HE subject assigned to me in this discussion 
is Postoperative Treatment. This is only 
one phase in the management of a surgical case, 
and, as it is the terminal phase, is so dependent 
upon the preoperative investigations and prep- 
aration, the choice of and skill in administra- 
tion of the anaesthetic, the technique of opera- 
tion and general surgical care of the patient 
while in the operating room, that it is difficult 
to treat it as a separate entity. It is my firm 
conviction that lack of proper preoperative in- 
vestigation of bodily functions and intelligent 
treatment of any deviations from the normal 
together with faulty or rough operative tech- 
nique is responsible for much of the discomfort 
and many of the complications which occur 
during convalescence. 


With proper preoperative preparation and 
modern, gentle, aseptic operative technique, the 
postoperative management of the average case 
has become a matter of intelligent routine. In 
making this statement I do not wish to appear 
to minimize the importance of care following 
operation. Assuming that this preparation for 
operation and the operation itself have been 
carefully and intelligently carried out, we may 
have reason to expect that nature will readjust 
itself to normal without meddlesome interfer- 
ence. However, not infrequently conditions do 
arise, sometimes insidiously, which require for 
their early interpretation and treatment, and 
the highest degree of surgical judgment and 
skill. 

I will first take up briefly the management of 
the average normal convalescence, then discuss 
some of the complications which may arise. 

Following the operation the patient is cov- 
ered with warm blankets and returned to a bed 
which has previously been warmed. Hot water 
bottles are distributed around the body and ex- 
tremities to conserve the body heat and to re- 
store the metabolic balance which is always dis- 
turbed to a varying degree after anaesthesia 
and operative trauma and is one of the con- 
tributing factors to shock. Remember the pos- 
sibility of hot water bottle burns. 

In stomach, gall-bladder, thyroid and drain- 
age cases the head of the bed is raised to a low 
or full Fowler’s position. 

When operations of any magnitude have been 
performed, or there is any tendency to dehy- 
dration fluids are given for twenty-four hours 


*Read at the Thirty-first Annual Meeting of the New Hamp- 
shire Surgical Club, Jackson, N. H., September 24, 1928. 


7For record and address of author see ‘“‘This Week’s Issue,” 
page 300. 


‘by rectal seepage (Murphy drip). Tap water, 
salt solution, or a solution of glucose and soda 
bicarbonate 5% each are used. I prefer the 
glucose and soda as it furnishes available sugar 
and tends to correct the ketosis or acidosis 
which is present, perhaps to a slight degree, as 
a result of the anaesthetic and disturbed 
metabolism. This disturbance is evidenced by 
high blood sugar and acetone in urine. The 
soda bicarbonate helps also to build up the 
alkali reserve which is decreased. 

I prefer the continuous seepage method to 
the method of periodic injection, as it has been 
proved that absorption by seepage takes place 
much more readily and in far larger quantities. 
When the acidosis is marked and persistent In- 
sulin may prove beneficial. When a marked 
degree of dehydration is present, and in all thy- 
roid cases with a high metabolic rate, subpec- 
toral injections of salt solution are used. One 
Novoeaine A tablet is dissolved in every 750 
e.c. of the solution. The average patient will 
take from 1000 to 1500 ¢.e. without discomfort. 
The novocaine renders the injection practically 
painless and has no ill effects. 

There is usually very little postoperative 
vomiting. Water is given as soon as desired; if 
vomited, this water acts as a lavage. Nourish- 
ment in the form of broth is given as soon as 
stomach permits; this of course does not apply 
to gastric cases. In these, fluids are furnished 
‘by rectal drip and subpectoral salt solution, and 
fluids by mouth are given in small quantities 
after twenty-four hours. Pain and discomfort 
are taken care of with morphine in sufficient 
amounts to assure rest. I firmly believe that 
the benefits of this rest more than counterbal- 
ance any ill effects of the drug. 

Care must be taken to prevent bladder dis- 
tension. Hysterectomies, vaginal and abdom- 
inal, also perineal plastics are catheterized 
every 8 hours for 3 days following operation. 
All other cases are encouraged to void and when 
difficulty is experienced heat, wet or dry, is 
applied over the pubis. No case is allowed to 
go over 18 hours after operation even if dis- 
comfort is not apparent. The catheter is used 
if necessary at regular intervals until micturi- 
tion is possible. Catharties are not given. Dis- 
tention if present usually responds to rectal 
tube or enemata. I have had gratifying results 


from an enema of 4 ozs. of pure glycerine. 
When the distention is persistent and not re- 
lieved by enemata pituitrin in full doses every 


4 hours has in my experience seemed to give 
I appreciate, however, that there 


good results. 
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is some difference of opinion in regard to this 
agent. 

When nature has had time to readjust itself 
from the operative trauma (2 or 3 days) the 
bowels will usually move with an enema. Now 
the diet is increased from full liquids to semi 
solids, a mild laxative—Hinkle or Cascara— 
given, and the patient is worked up to house 
diet. The sutures are removed on the 8th or 
9th day, and the patient is allowed out of bed. 
Drainage tubes are removed in from 7 to 9 
days. Wound dressing is not changed .until 
sutures are removed unless especially indicated. 

This is much in contrast with the routine 
treatment of 25 years ago. The days of the old 
shock enema, calomel and salts, and dehydra- 
tion are now a matter of history. 

After the first day or two the convalescence 
is usually attended by very little discomfort to 
the patient and is devoid of worry to the sur- 
geon, Unfortunately, however, all cases do not 
progress as smoothly as could be desired. Mi- 
nor and serious complications may arise, some- 
times unexpectedly, while at other times they 
may be apprehended from the character of the 
pathology and the operative procedure. Sur- 
gical shock may make its appearance. Haemor- 
rhage may occur. Vomiting may be prolonged 
and persistent, or recur during the convales- 
eence. Hieccoughs may be an unexpected and 
serious complication. Ileus and_ obstructive 
symptoms, acute gastric dilatation, fever, sepa- 
ration of the abdominal wound, renal or cardiac 
insufficiency, persistent jaundice following bil- 
lary operations, thrombo-phlebitis and pulmo- 
nary ecomplications—pneumonia, pulmonary em- 
bolism, lung abscess, and massive collapse of 
lung are all a potential cause for apprehension 
on the part of the surgeon. 

Surgical shock when severe is perhaps one of 
the most disturbing complications which may 
arise. The best treatment for it is not to have 
it. I appreciate that in certain cases, severe 
traumatisms and those surgical emergencies due 
to internal haemorrhage or a ruptured viscus 
shock oceurs unavoidably, but I am also firmly 
convinced that it ean be prevented many times 
by careful choice of and skill in administration 
of anaesthetic, good surgical judgment, and 
careful, gentle operative technique. This means 
getting the patient off the table as quickly as 
possible consistent with good work, without ex- 
posure or needless handling of viscera. When 
severe shock does occur it offers one of the 
¢ravest problems a surgeon has to meet. 

The phenomena of shock are very complex 
and even now imperfectly understood, and an 
intelligent discussion of this subject would re- 
quire more than the time allotted to this paper. 
‘*Shock is the result of an interference with the 
mechanism of the transformation of energy. As 
extremely diverse factors are synergistic in its 
production, the cases may be divided into two 


groups; one in which an excessive energy trans- 
formation leads to intracellular acidosis, and 
the other in which there is interference with 
internal respiration without excessive trans- 
formation of energy.’’ (Anderson. California 
and West. Med., 1927, XXVII, 56.) Evidence 
seems to prove that it is due principally to some 


‘toxie factor, which increases the permeability 


of the capillary walls resulting in a decreased 
blood volume and a falling blood pressure. 

There are usually other contributing factors 
to shock; these are blood loss, infection, expo- 
sure to cold, dehydration and consequent loss of 
blood volume, decreased internal cellular res- 
piration due to lowered oxygen carrying ¢a- 
pacity of the haemoglobin, decreased volume flow 
and inereased blood viscosity. Anaesthetics 
like ether and chloroform also render the in- 
dividual more susceptible to toxie shock and 
add to the metabolic disturbance. As this con- 
dition progresses the body tissues become dam- 
aged and there is a tendency to cellular disinte- 
eration. This is progressive and after a time 
ends in death unless treated promptly and effi- 
ciently. 

The treatment is to sustain, as far as possible, 
the body functions with rest, opiates, external 
heat, and fluids by reetum (Murphy drip) to 
supply blood volume. Robertson and Broek 
have shown that in cases of decreased blood 
volume fluids administered by way of alimen- 
tary tract are to a high degree retained in the 
circulation. I use a solution of Glucose 5% and 
Soda Biearbonate 5% to combat the acidosis 
which is present. This treatment is usually ef- 
feetive in the milder degrees of shock. If, how- 
ever, the condition has become firmly estab- 
lished any treatment is unsatisfactory. Injected 
solutions either subpectoral or intravenous are 
very disappointing and usually transient in 
their effect. This applies to erystalloids and 
colloids alike. The best effects have probably 
been obtained by the slow transfusion of whole 
blood, but this is by no means certain. 

Postoperative haemorrhage is usually unnec- 
essary, but oecasionally does oeeur due to the 
slipping of a ligature; this is particularly true 
in thyroid surgery. It may also occur in stom- 
ach, and throat cases. Some conditions like 
chronie jaundice, hemophilia and certain blood 
diseases predispose to haemorrhage. It may 
oecur in severe infections and extensive malig- 
nancy from erosion of the vessels. I, personally, 
have had two eases of erosion of the deep epi- 
gastric vessels after operations for severe 
grenous appendicitis. 

The obvious and most imperative treatment 
is control of the bleeding point, and in this 
there should be no delay or temporizing. If 
the loss of blood is extensive, blood transfusion 
should be performed immediately. If a suit- 
able donor is not available, intravenous normal 
salt solution with the addition of 10 to 15 drops 
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of adrenalin will many times be a life-saving 
measure, and will tide over a crisis until a donor 
may be produced. 

Colloid solutions, like gum acacia are also 
efficacious and according to some observers su- 
perior to simple salt solution. The effect of 
these solutions in haemorrhage is much in con- 
trast to their effect in true shock, which is tran- 
sient and disappointing. The symptoms of 
haemorrhage are similar to those of shock and 
eall for the same supporting measures,—rest, 
opium, heat, etc. In the haemorrhage of jaun- 
dice, calcium should be supplied. I have used 
Parathyroid extract on account of its effect on 
ealcium fixation and have obtained beneficial 
results. 

Vomiting may occasionally be an annoying 
complication of convalescence. The ordinary 
vomiting ean usually be relieved by lavage. I 
have found the Levin tube very valuable in re- 
lieving this condition. This tube, 14 or 16 F. 
size, is introduced through the nostril and the 
stomach washed. The tube is then fixed in posi- 
tion with adhesive, the free end placed in a 
receptacle on a level with the mouth and the 
tube allowed to remain in the stomach. The pa- 
tient is allowed to have fluids by mouth; any 
overflow from the stomach comes back through 
this tube. Vomiting usually stops promptly 
and it is seldom necessary to have the tube in 
over 24 hours. 

Dolan, H. S. (Canadian M. Asso. Jour., 1927, 
XCIT, 431) noted that postoperative vomiting 
was rare in diabetic patients given a moderate 
carbohydrate diet controlled by insulin. The 
question arose whether the same condition 
would hold true in non-diabeties; therefore 
three cases of persistent vomiting were treated 
with glucose and insulin; the vomiting ceased 
the same day. I have had no experience with 
this treatment, but believe it worthy of consid- 
eration. 

It is important not to confuse this type of 
vomiting with the vomiting of intestinal ob- 
struction which ealls for prompt surgical inter- 
vention. Acute dilation of the stomach also be- 
gins with vomiting and a sense of fullness in 
the epigastrium. This condition occurs most 
often after laparotomies, particularly opera- 
tions on the stomach and female pelvie organs. 
It usually comes on one or two days after opera- 
tion. The vomiting is of the type of a regurgi- 
tation and may be confused with that of ob- 
struction. The stomach contents are far in ex- 
cess of the intake. There is rapid dehydration 
and unless prompt treatment is instituted death 
ensues. Here again stomach lavage is the treat- 
ment of choice, preferably with the Levine tube, 
and the technique as given for irritative vomit- 
ing, although repeated washings may be neces- 
sary. The stomach must be kept empty. It is 
also essential to supply fluids by rectum and by 
injection. Hypertonic salt solution is indicated 


in large quantities to supply the rapidly in- 
creasing chloride deficiency which occurs in all 
types of vomiting where there is resecretion into 
the stomach. 

Hiecough is another annoying and occasion- 
ally serious complication, the pathology of 
which is imperfectly understood. It occurs 
most frequently in cases with involvement of 
the abdominal viscera and the visceral perito- 
neum, also in brain and spinal cord lesions. It 
frequently follows gall-bladder and stomach 
operations. My experience in the treatment of 
this condition with drugs has been very unsatis- 
factory. Dean Lewis (Boston Med. and Sur. 
Jour., CXCIV, 913) states that gastric lavage 
has, in his experience, given more relief in gall- 
bladder and stomach cases than any other treat- 
ment. 

Ileus is a postoperative condition which de- 
serves attention. This should not be confused 
with the gas distention which is common and of 
no serious import or with adynamic ileus. True 
Ileus is extremely serious and may be due 
either to peritonitis or mechanical obstruction. 
The two types may be easily differentiated by 
the silent painless abdomen in the paralytic 
type and the active peristalsis and pain in the 
mechanical. In either type the intestinal con- 
tents become rapidly toxic. In the paralytic 
type any treatment is rather hopeless but jeju- 
nostomy probably offers the best chance. In the 
mechanical obstruction cases prompt laparoto- 
my with release of the obstruction, or jejunos- 
tomy should be performed. In my experience 
these cases have been very confusing and. the 
decision whether or not to reoperate has beer 
difficult. 

I have had a series of five eases, all of which 
followed septic conditions with drainage. The 
symptoms appeared from 5 to 9 days after 
operation. The obstruction was not immediately 
complete but would be partially relieved by 
enemas with prompt recurrence of the pain and 
distention. The condition was progressive with 
less and less relief from enemas. These eases 
were operated and obstructions found and re- 
lieved. I cannot help but feel (and I have made 
this statement before many times) that it is 
safer and more conservative surgery to inter- 
vene as soon as mechanical obstruction seems 
probable, rather than to wait until the diag- 
nosis is unquestionable. 

Fever during convalescence, particularly in a 
clean case, is always a source of worry and ap- 
prehension. Temperature during the first 24 to 
48 hours is usually due directly to operative 
reaction, but it may suggest emboli, especially 
if followed by late lung symptoms and pleural 
pain. The temperature of septic peritonitis 
makes its appearance from the third to the fifth 
day, but is usually associated with other more 


or less unmistakable symptoms. Septie peritoni- 
tis should not, and at the present time very sel- 
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dom does, occur after operation. When it does 
oceur the prognosis is very bad and my expe- 
rience in its treatment has been most discour- 
aging. 

Septicemia such as follows self-induced or 
illegal abortions is also a very discouraging con- 
dition. The polyvalent antistreptococcus serum 
in large and repeated doses given intravenously 
has apparently given more encouraging results 
than other forms of treatment. My experience 
is limited to one case. This patient was des- 
perately ill, and had a positive blood culture. 
There was almost immediate response to treat- 
ment and she made a complete recovery. 

If the temperature rise is later than the fifth 
day the abdominal wound should be immediate- 
ly inspected for local infection. Also in late 
temperatures, especially following appendec- 
tomy with drainage, rectal examination may 
reveal a pus pocket in the pelvis. Neither 
should thrombo-phlebitis be overlooked. The 
source of the temperature will not infrequently 
be found above the diaphragm. This leads to 
the subject of pulmonary complications, post- 
operative pneumonia, pulmonary emboli, em- 
pyema, lung abscess and massive collapse of the 
lung. The scope of this paper will not permit a 
full discussion of these conditions. 

The weight of evidence, however, seems to be 
that they are all embolic in etiology. There is 
no doubt that postoperative pneumonia may oc- 
eur as the direct result of the injudicious ad- 
ministration of an anaesthetic in the presence 
of bronchial irritation, or that lung abscess may 
follow the inspiration of septic material, as dur- 
ing throat operations. X-ray examinations are 
of utmost value in diagnosis and should be 
utilized. 

N. B. Gwyn (Can. M. Asso. Jour., 1926, XVI, 
772, 893) divides postoperative pulmonary com- 
plications into three groups (1) early irrita- 
tive lobular pneumonia, fat embolism, and col- 
lapse of the lung which occur in the first 72 
hours; (2) gross embolic conditions developing 
late after the operation, usually ending fatally, 
and constituting one of the chief causes of sud- 
den death after operations; and (3) minor 
embolic conditions occurring late after opera- 
tion, associated with pleural pain and running 
a less severe course than the gross embolic con- 
ditions. 

Gwyn also states that ‘‘no special line of 
treatment can be urged. Embolic lesions can- 
not be foreseen or prevented. In a small but 
fairly fixed percentage of cases the development 
of broncho-pneumonia cannot be prevented by 
the greatest care in the preoperative and post- 
operative periods.’’ 

Cases of biliary obstruction of long standing 
due to stone in common duct occasionally give 
just cause for apprehension. These cases may 
have free and copious bile drainage but the 
jaundice does not clear. They become stupid 


and comatose, and resemble cases of encephali- 
tis. They usually die. Van den Bergh test will 
show direct and indirect reaction, denoting 
hemolytie jaundice. Repeated Van den Bergh 
tests, I believe, are of value and should be done 
on this class of cases for prognosis if for noth- 
ing else. 

Bladder symptoms, while not serious, are 
very annoying to the patient, and sometimes 
humiliating to the surgeon. Dysuria and fre- 
quency are usually due to acidity and can be 
relieved by increasing fluids and giving appro- 
propriate medication. It is never wise, how- 
ever, to assume this to be the cause without 
thorough investigation, as not infrequently a 
much distended bladder will be found. These 
cases usually require catheterization at regular 
intervals for a period of days, and sometimes 
until they are out of bed. 

I firmly believe that too much importance 
eannot be placed on the correction of the dis- 
turbed metabolism and fluid imbalance which 
is always present following operations of any 
magnitude, particularly when a general anaes- 
thetic like ether is used. These conditions are 
further aggravated by the necessarily low food 
and fluid intake for the first 24 to 48 hours of 
convalescence. 

Disturbed metabolism is manifested by acido- 
sis which in turn, according to Van Slyke, is a 
ketosis. ‘‘The chief conditions leading to the 
development of ketosis are diabetes, starvation, 
anaesthesia and surgical shock. In a normal 
person the ketone bodies are successfully broken 
down during metabolism, whereas, in the econdi- 
tions mentioned they are broken down with dif- 
ficulty. When the metabolism is normal, oxy- 
butyrie acid and diacetie acid will be oxidized 
if there is available sugar, either stored or sup- 
plied.’’ (McLean. Proc. Roy. Soc. Med. Lond., 
1927, XX, 309.) 

There is also present a distinct decrease in 
the alkali reserve, due principally to narcosis. 
When vomiting occurs this ketosis develops very 
rapidly. The degree of ketosis is determined 
by the presence of acetone in the urine. 

The restoration of the metabolic and alkali 
reserve balance is not difficult and can usually 
be accomplished promptly by supplying sugar 
in the form of glucose and soda bicarbonate, 
with, perhaps, the addition of insulin in stub- 
born cases. This is given in a 5% solution of 
each agent by rectal seepage. This solution is 
absorbed readily, and in addition to supplying 
available sugar corrects the inevitable post- 
operative blood and tissue dehydration. 

The promptness with which this disturbed 
metabolism can be corrected is illustrated by 
some interesting experiments. Goldblatt pro- 
duced upon himself a ketosis after 40 hours of 
starvation. When he took 50 grams of sugar 
the ketosis cleared up in an hour. On another 
occasion, when he took 20 grams of soda bicar- 
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bonate instead of sugar, the ketosis lasted 8 
hours. Later, he tried 20 units of insulin with 
50 grams of glucose, but this did not hasten the 
disappearance of the ketosis. 

‘This treatment is particularly important in 
the postoperative care of infants and children 
on account of their peculiar susceptibility to 
this condition. I fully appreciate that ketosis 
or acidosis very seldom reaches alarming or 
dangerous limits, but I do feel sure that its pre- 
vention and control add distinctly to the 
smoothness and comfort of the convalescence. 

There are many intangible factors which en- 
ter into the management of a surgical ease, 
which make for the comfort and speedy recovery 
of the patient. These factors are indefinable, 
and a knowledge of them is attained subcon- 
sciously by experience. It is axiomatic that 
organ function is life, and that life depends not 
only on the function of the organs but also on 
their harmonious function. It is also true that 
every physical change is accompanied by a psy- 
chie change. The surgeon must realize that the 
decision to submit to operation is an added 
psychic. shock to the patient. It may be sub- 
conscious, but it is there, and often remains 


long after physical repair has been accom- 
plished. The surgeon must not be a mere tech- 


nician but must take into consideration the. 


effect of the operation on the — as a 
whole. 

Cowations pre attended by different reac- 
tions in the various types of cases. The hypo- 
plastic and lymphatic persons, the embolic 
types with pale skin and adiposity, the endo- 
erines, and the vagotonies are all subject to 
their own peculiar reactions, all of which, both 
physical and mental, must be foreseen and 
forestalled if the patient is to. be returned 
promptly to harmonious organ function and 
normal psychic balance. 

The successful management of the convales- 
cence requires not only the ability to recognize 
promptly and treat skillfully any physieal reac- 
tion or complication which may arise, but also 
involves an _ intelligently sympathetic, and 
cheerful attitude by the surgeon at all times. 
We must not lose sight of the fact that hope 
and complete confidence of the patient in the 
surgeon are many times controlling factors in 
the return to health and happiness. 


— 


INDUSTRIAL SURGERY* 


BY MURRAY H 


HE practice of industrial surgery is a devel- 
opment almost entirely of the present cen- 
tury. One of the important steps leading to 
this epoch-making consummation was the pres- 
entation at the annual meeting of the American 
Medieal Association, in 1874, of a paper dealing 
with the use of plaster-of-Paris in the treatment 
of fractures of the long bones. The paper was 
delivered by Dr. Lewis A. Sayre of New York 
City and may in all fairness be characterized as 
the first contribution for diseussion by a large 
and important scientific body of the surgery of 
injuries, accidents and emergencies, as well as a 
distinet differentiation of the functions of sur- 
gery from those of medicine in cases which were 
frequent in every branch of industrial activity. 
It is not so many years ago that a small mill, 
factory or shop could be found along the course 
of every rapidly moving stream, especially in 
New England, in relatively well-settled com- 
munities, although comparatively few men and 
women were employed in any one particular 
mill or shop. If an employer or an operative 
was injured he was treated by the village doc- 
tor whose surgical experience was usually lim- 
ited to an occasional accident case. Dr. Sayre 
brought out in his paper the results the treat- 
ment of fractures, particularly of the femur, 
by plaster-of-Paris. He showed that shortening 


*Read at the Thirty-first ae Meeting of the yo Hamp- 
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had no place at all in his practice, and that de- 
formity was practically nil. 

The feeling prevalent at that time (and to 
some extent, even now) was that it was a viola- 
tion of the ethical code for the originator of a 
new method of treatment to obtain and to pub- 
lish results better than a recognized standard 
and aceepted method, so that, when Dr. Sayre 
claimed for his method much less shortening 
and far less deformity than was the case with 
the accepted methods, it was openly declared 
that he was misrepresenting the facts, since no 
one else could secure these results, and that he 
was jeopardizing the reputations of men who 
undertook the treatment of fractures without 
Dr. Sayre’s successful results. The situation 
was not improved by Dr. Sayre’s insistence that 
it was not the fault of the method but of the 
application of the method that brought about 
failure and that it was the duty of every prac- 
titioner to perfect himself in the best known 
methods—a procedure which did not increase 
the popularity of the able and aggressive doctor 
with his brother practitioners. The continued 
and constantly increasing employment of plas- 
ter-of-Paris in surgical work during this long 
interval certainly justify the claims made by 
Dr. Sayre, and his position as the pioneer in 
that branch of professional practice which has 
come to be known as INDUSTRIAL SUR- 
GERY. 

The second name that deserves a prominent 
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place in the development of industrial surgery 
is that of Joseph Lister who, in 1876, demon- 
strated microscopically the influence of minute 
germs on the tissues, the effects of cultures in 
test tubes. This demonstration was one of the 
direct results of the work of Louis Pasteur at 
an earlier period. Dr. Samuel D. Gross, chair- 
man of the meeting, would not admit the in- 
fluence of the germs in producing pus and ‘‘in- 
flammation,’’ and declared that ‘‘nothing ap- 
pealed to him so much, in the healing of wounds, 
as the presence of thick, creamy pus which he 
watched for with interest in his operative 
work.’’ The conspicuous exception, among 
those who took part in the subsequent discus- 
sion, and who disagreed with the opinion of Dr. 
Gross, was Dr. Sayre. Dr. Sayre insisted that 
inflammation of the hip joint was due, not to 
the trauma but to some unknown germ, and that 
these inflammations were tubereulous and not 
traumatic. Again Dr. Sayre was victorious, as 
was proved some six years later when Koch dis- 
covered the germ of tuberculosis, the tubercle 
bacillus. Thus, again, the work of Sayre in his 
treatment of fractures (1874) and the investi- 
gations and demonstrations of Lister (1876), 
confirmed by the discovery of Koch, mark the 
beginnings of the specialties, traumatic, acci- 
dent, emergency and industrial surgery. 

Another important development, of a later 
period, was: the use of the Roentgen ray for ac- 
curate diagnosis in accident and injury eases, 
after which the establishment of hospitals, even 
in the most sparsely settled communities, com- 
pleted the preliminaries of the present highly 
efficient serveie of both medicine and surgery to 
industrial life and habits. It is, indeed, a far 
ery from the treatment of fractures, or other 
casualties, in the small industrial shops of fifty 
years ago to the present day equipment, par- 
ticularly in New England, to the plants of, for 
instance, the Amoskeag Manufacturing Com- 
pany, the American Woolen Company’s exten- 
sive factories, the International Shoe Company, 
and many others located all over the New Eng- 
land area. 

Industry has realized within the last twenty- 
five years that conservation of the working 
forces is absolutely necessary. With this reali- 
zation, the majority of the captains of industry, 
together with enormous expansions, have devel- 
oped health departments, medical and surgical 
services for their employes, for the immediate 
relief of injury or accident to their operatives. 
Practically no establishment is in these days 
without its first aid service and one trained 
nurse, at least, in attendance. 

The transition is one not of design, nor of 
accident, but a matured development from the 
conditions and demands of the modern indus- 
trial world. New inventions, modern appliances 
and machinery in factories and shops have in- 
troduced new problems of industrial hazards, 
until the surgeon, however learned and skillful. 


must adapt himself to special conditions along 
purely industrial lines. Each industry may be 
said to have its own class of injuries and dis- 
eases, and the methods of surgeons are now as 
numerous and intricate as the injuries from the 
machinery of the special trade. As a matter of 
self-defense, as well as by legal compulsion in 
some communities, employers install all manner 
of safety devices, which have come to be recog- 
nized as economic measures, aS money saving 
propositions in themselves. The employer has 
found that these measures pay. The loss by 
absence of incapacitated employes is reduced to 
a minimum. 7 

A brief survey of the injuries received in any 
one of the industries, textiles, boots and shoes, 
lumber, wood-working, railroads, steel and iron, 
ete., will convince even the casual observer that 
many of them are of an entirely new type. 
Never before have immediate diagnosis and im- 
mediate first aid assumed the importance that 
they possess today. 

The industrial surgeon must be on the alert 
every day and all day, if he is to fulfil his high 
mission. The time to begin minimizing the 
handicap of industrial injury is immediately 
after the accident occurs, and the procedure 
should not be interrupted nor discontinued un- 
til the best possible result has been obtained. 
The period of disability and the prognosis are 
largely determined by the accuracy of diagnosis 
and the thoroughness of the immediate first aid 
begun by the local surgeon. 

The process of repair follows certain definite 
natural laws and, unless there are outside inter- 
ferences, or mechanical impossibilities to deal 
with, the experienced surgeon will know what to 
expect with some degree of accuracy. As a 
general rule, it would seem that in any cireum- 
stanees the surgeon should employ the method 
with which he is most familiar, which has given 
him the most satisfactory results, which will 
consume the shortest period of unemployment 
or disability. Moreover, the facilities available 
must determine the procedure to a greater or 
lesser degree. In the matter of fractures, for 
instance, open reduction might be definitely in- 
dicated, but would not be carried out unless a 
perfect operating room technique could be de- 
pended upon. Besides this, often it is necessary 
to conserve adjacent joints and tendons when 
dealing only with fractures. Bone tissues heal 
with the greatest ease, which is far from being 
the case when joint tissues are involved. <As an 
example, the knee tolerates fixation very satis- 
factorily. Prolonged immobilization might re- 
sult in inestimable damage. Therefore, in treat- 
ing fractures of the femur, the knee joint must 
receive a great deal of consideration. Open re- 
duction with accurate fixation of the fragments 
by one of the bone-grafting methods shortens 
the time of necessary mobilization and makes it 
possible to liberate the knee before any damage 
has been done. 
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Reporting on the cotton industry in one of 
the large centers ( Fall River, Mass.) Dr. Milne 
Swift states that in the cotton mills of that city 
it is an invariable rule that an injured employe 
should receive immediate medical attention for 
even the slightest abrasion; that 99 per cent. re- 
ceive this attention at once, whereas, in the 
other industries of the city, not more than 40 
per cent. receive attention—a striking commen- 
tary on the comparative safety of the cotton in- 
dustry. Dr. Swift gives some statistics which 
are interesting. The ratio of injuries between 
men and women is 6:1; of the lower extremity 
to the upper is 1:32; of one upper extremity to 
both upper extremities is 145: 1; of one to both 
lower extremities is 205:1; of open to closed 
wounds 6:1. Ina series of 1050 open wounds, 
671 were in the upper extremities. In the order 
of frequency come first, head and neck; then, 
chest, abdominal, back, genital and rectal. 

Dr. Swift gives a detailed description of the 
manner of treating open wounds (at the Ste- 
vens Clinic) of the upper extremities, 671 in the 
course of one vear, 432 of which were traumatic 
amputations or lacerations of the fingers severe 
enough to be treated as such. Naturally, the 
temptation appeared to make a classic operation, 
secure primary healing and a handsome stump, 
which is pretty to look at but absolutely useless 
to the patient. At the Stevens Clinic it was 
decided that these injuries should be treated by 
the open method and no flap operation per- 
formed, the principal reason for this being that, 
when a flap operation was done, the patient lost 
the rest of the phalanx of a finger, besides what 
was lost because of the accident. This decreased 
the efficiency by the amount necessary to make 
the flap. By treating these wounds without 
flaps, the stumps do not look quite so well, but 
the length of the finger is at least what it was. 
All remaining joints are preserved and the 
wound takes only one-third longer to heal. 

Immediately on admittance the open wounds 
are examined by the nurse and a history taken 
of the accident. In the vast majority of the 
eases the elements of infection are already pres- 
ent, a condition which must be overcome in the 
shortest and surest way possible. This is done 
by cleaning the wounds with spirits of turpen- 
tine, or benzine. This is used because of its 
strong so!vent action on grease, and because it 
will remove the crude dirt with which the 
wounds are usually filthy. Following turpen- 
tine, alcohol or ether is used to check a tendency 
to dermatitis. Turpentine causes no pain, aleo- 
hol a little, but both are efficient and both are 
inexpensive. A thorough study of the injured 
member is then made and treatment instituted 
accordingly. 

Industrial surgery has problems peculiar to 
itself. No injury is too slight to demand atten- 
tion. In giving first aid any doubts should be 
referred to the surgeon. Better a thousand pa- 


tients be sent unnecessarily to the surgeon than 
that one should develop infection with conse- 
quent deformity, or loss of life or limb. Back 
injuries are always a most difficult problem to 
deal with. Musele strain, lesions of the sacro- 
iliac joint, sprains of the deep lumbar iliae 
structures, the chronic strain and the non-trau- 
matic diseases of the lower back, each demands 
most accurate diagnosis which is by no means 
easy. If an examination is made even only an 
hour after the first realization of the trouble, 
the whole back will become sore and painful, 
and localization is far from simple. 

And the hernias! Leaders in surgery for the 
last quarter of a century have recognized the con- 
genital origin of hernias. Lauffer, of Pittsburgh, 
in 1919, stated that, in the first three years 
of the Workmen’s Compensation Law in Penn- 
sylvania, over 4000 hernias had been compen- 
sated in that state alone, or more than all the 
real traumatic hernias that have occurred in the 
Western hemisphere since the time of Christo- 
pher Columbus! In this connection that fact 
should not be overlooked that very large sums 
are paid out annually by employers, insurance 
companies and sick benefit associations as a re- 
sult of industrial injuries, accidental and un- 
avoidable, direct and indirect. In addition to 
this, there is in a fatal injury or one that en- 
tails permanent disability, a direct loss to the 
community of the strength and ability of the 
workman, and this whether he be skilled or un- 
skilled. In injuries, of whatever nature, that 
cause only temporary disability, ‘there is a di- 
rect loss of productive labor. The injurious 
effect on the morale of the workmen, when ac- 
cidents in any industry are frequent and severe, 
is almost impossible of estimation. On investi- 
gation it will be found to be a decidedly tangi- 
ble liability. To all of this must be ad1Jed the 
mental attitude of the injured workman and 
that of his fellows in sympathy with him. These 
will inelude a certain amount of resentment at 
the injury itself, a desire for compensation, 
whether entitled to it or not, fear of the even- 
tual results, deformity, loss of sight, permanent 
disability of mind and boly. All of these con- 
ditions must the industrial surgeon handle dip- 
lomatically and patiently. The purely altruis- 
tie view which demands a fuller recognition, of 
the mental suffering due to blinded eyes, ampu- 
tated limbs, enforeed idleness and the '!re, to 
say nothing of bereavement or privations to 
wife and family when these injuries result 
fatally, has gradually changed from humanita- 
rianism to economic industrialism and resulted 
in scientific inquiries and the adoption of such 
measures as are feasible and practicable. 

The acid test of all methods of treatment of 
the situation, from every point of view is the 
rapid and complete restoration of function and 
restoring the patient to his normal place in the 
community with as few defects and disabilities 
as can be managed. It is practically impossible 
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tu suggest a plan for one inclusive scheme which 
would be applicable to all industries, or, in fact, 
a scheme for only one industry where widely 
separated local conditions must be a determin- 
ing factor for consideration, but any project 
that is in accord with humanitarian principles, 
that occupies the time and study of interna- 
tional legislators, that diminishes financial loss, 
that is a prime factor in industrial economics 
and that contributes materially to surgical 
progress and advancement, is worthy of consid- 


eration and practical application in connection 
with the industrially injured and the surgeon 
who directs his rehabilitation. 


New Hampshire Medical Society 


MEMBERSHIP CHANGES—New member, John J. 
Topham of Dover, N. H. 


Died, Dr. Franklin Pierce Fisher, of Enfield, Jan- 
uary 17. 


ENDEMIC TYPHUS FEVER IN THE UNITED 
STATES 


Recent work by officers of the U. S. Public Health 
Service in connection with studies of endemic typhus 
fever in the United States is of much interest. 

The data which are avaifable from morbidity re- 
ports, from the literature and from field investiga- 
tion give only a bare outline of the occurrence of 
this typhus-like disease in the United States. So far 
as information is available it seems to indicate that 
the disease is rather sharply limited to the Atlantic 
seaboard and the near-by Piedmont sections, going 
as far north as Boston. It is present in nearly all 
of the seaports from New York southward and has 
attained widest distribution in Alabama, Georgia, 
and Florida. On the Gulf coast, while it has been 
reported from Tampa, Pensacola, Mobile, Galveston, 
and Houston, there is at present no information re- 
garding its occurrence in Mississippi or in Louisiana. 
The lower Rio Grande Valley from Laredo to Mer- 
cedes constitutes an important focus. On the Pacific 
coast only Los Angeles has reported a considerable 
number of cases. While an occasional case has been 
reported from the interior of the country, that sec- 
tion has been for the most part strikingly free. 

This limited geographic distribution in the coun- 
try at large is confirmed by the more intensive study 
of the disease in the State of Alabama during the 
past five years. In this State, as has been pointed 
out previously, the disease is endemic in the towns 
south and east of Montgomery, but not to the north 
and west, except for the few cases which have 
occurred in the Birmingham district. Considering 
Montgomery as a primary focus, if the disease were 
transmitted directly from person to person there is 
an approximately equal chance that during the past 
five years it would have spread along any of the six 
railroad lines or the many highways which enter that 
cliy. It would then have had a scattered occurrence 
anl become established at random in the near-by 
cities and towns in all directions. 


This has not occurred. The cases have been 
grouped entirely along the Atlantic Coast Line and 
its small branches running southeast from Montgom- 
ery to Savannah and Jacksonville, along the Louis- 
ville & Nashville Railroad running south and slightly 
west to Mobile, and a branch of this road running 
to Red Level, Andalusia, Opp, and into Florida. 
These cases have not been traceable to direct im- 
portation from Montgomery. Their arigin 1s local. 
They may occur at considerable intervals of time, 
but there are one or two or more cases each year 
in these towns without traceable association with a 
previous case and without subsequent secondary or 
contract cases. The disease is dependent upon un- 
determined conditions which are present in these 
towns and absent from those farther north in the 
State. So far as the human host is concerned, racial 
composition, habits of life, sanitary, economic, and 
social status there are no significant differences 
apparent in comparing these towns in the suutheast- 
ern part of the State with towns farther north. Body 
lice are almost unknown in Alabama; head lice are 
found occasionally in school children. The infesta- 
tion with this parasite is generally below 1 per cent, 
and the towns of the southeastern section are not 
different from those in the north and west in this 
respect. The population is stable, and there is prac- 
tically no immigration from Europe or from Mexico. 

The limitation of this disease geographically does 
not seem to be explained satisfactorily on the basis 
of direct person to person transfer or through the 
intermediation of the louse. Some agency other 


than man and his own parasites would appear to be 
responsible for the preservation of the virus. This 
agency, be it insect alone, or an insect which feeds 
upon some host other than man, must be corres- 
pondingly limited in its distribution, or at least its 
capacity for acting as a vector to man must be so 
limited.—United States Public Health Service Bul 
letin. 
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UTERO-PLACENTAL APOPLEXY—HEFFERNAN 
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UTERO-PLACENTAL APOPLEXY: A CASE REPORT 


BY ROY J. HEFFERNAN, M.D., F.A.C.S.* 


HE sudden, forcible separation of the nor- 
mally situated placenta, one of the most 
tragic complications of pregnancy, is fortunately 
one of the rarest. In over 20,000 confinements 
at the Chicago Lying-In Hospital, DeLee noted 
only 14 cases of complete and 35 of partial de- 
tachment. 


A small group of the cases reported in the 
literature have followed trauma to the abdomen, 
but the majority occurred in women with pre- 
eclamptie toxemia or chronic nephritis. A blow 
or similar injury over the placental site can 
produce a retroplacental hemorrhage followed by 
the clinical picture of abruptio placentae. But 
a sudden, severe, hemorrhagic extravasation, ef- 
fecting a partial or complete detachment of the 
placenta and infiltrating the uterine wall and, in 
the most severe cases, the broad ligaments, tubes 
and ovaries, accompanied by degenerative 
changes in the uterine muscle cells, could only 
be caused by a powerful toxin acting on the 
placenta or underlying decidua. Nothing else 
could explain the gross and microscopic findings 
of the case reported below. 


Mrs. D., age 39, was seen in consultation with Dr. 
Joseph O’Brien of Dorchester, at St. Margaret’s Hos- 
pital, February 13, 1928. 

Previous history. No serious illness since child- 
hood. Four full term deliveries, first forceps, others 
normal. All children living and well. No miscar- 
riages. In 1926 colpoperineorrhaphy, appendectomy 
and uterine suspension were performed. 

Present illness. The last regular catamenia was 
7% months ago. Pregnancy was uneventful until 6 
weeks previously, when Dr. O’Brien noted a mod- 
erate albuminuria and slight rise of blood pressure. 
The usual treatment was instituted; rest, restric- 
tion of proteins and salt, with saline catharsis. Ob- 
servation during this period disclosed no increase 
of albumen and the blood pressure persisted between 
140/90 and 150/100. 

About two hours before I saw her, the parturient 
was seized with a sudden, sharp pain in the abdo- 
men, followed by a gush of blood from the vagina. 
The severe pain was succeeded by a “dull ache and 
tense feeling’ of the abdomen and lower back. 
Moderate flowing, with faintness and dizziness con- 
tinued, but there was no loss of consciousness. She 
was then transferred to the hospital. 

Physical examinaiion. A _ well developed and 
nourished woman; conscious and rational but very 
anxious and apprehensive. Marked pallor of skin 
and mucous membranes. Heart and lungs normal. 
Abdomen distended by pregnant uterus; fundus 4 
fingers below ensiform. There was extreme tender- 
ness over the entire uterus, with that tense, ligneous 
quality of the uterine wall which is observed in 
many cases of severe accidental hemorrhage. The 
foetal heart was heard in the right lower quadrant, 
faint and irregular. The rate ranged from 108 to 
134 per minute. There was a moderate but contin- 
uous flow of blood. 

Rectal examination: cervix one finger dilated, 
partly effaced; vertex presenting and riding high. 
By pressure on the fundus the head could be forced 
firmly against the cervix and no placental tissue 


*For record and address of author see ‘‘This Week’s Issue,” 
page 300. 


could be felt. There was light edema of the ankles. 

Temperature 97.8. Pulse 126. Respiration 28. 
Blood pressure 146/96. 

Urine: S. G. 1018. Sugar 0. Albumen, trace. 

Sediment: few red cells, no casts. 

Blood: R.B.C. 2,690,000 W.B.C. 8400 Hmg. 55%. 

Diagnosis: Abruptio Placentae. 

Treatment: Conservative care was _ considered 
and rejected. The patient would probably not have 
survived a dilatation of the cervix with a bag or 
packing. A sanguineous infiltration of the myo- 
metrium was suspected. This would prevent post- 
partum retraction and result in fatal hemorrhage 
after delivery. Moreover the one slim chance the 
baby had lay in a quick abdominal delivery. 


Operation: Low ceryical caesarean section, and 
supravaginal hysterectomy. Anaesthesia: Nitrous 
oxide and oxygen with a small amount of ether. 
Trendelenburg position, median supra-pubic incision. 
About a liter of sero-sangineous fluid was found free 
in the peritoneal cavity. The uterus was dark pur- 
ple with many ecchymotic areas mottling its sur- 
face. The operative area was walled off, the vesico- 
uterine fold of peritoneum incised transversely and 
the bladder stripped off the lower uterine segment. 
The latter was then incised longitudinally and a 
small, living baby extracted. (The writer routinely 
employs the transverse incision in the lower uterine 
segment. In this case a low longitudinal incision 
was made in the hope that normal uterine tissue, 
which could be sutured, would be found.) The 
placenta was adhering by not more than one-third 
of its surface. The uterine incision, in spite of its 
location, was twice as thick as normally and so 
spongy and friable that sutures would not hold. 
Frothy blood oozed freely from the cut edges. This 
condition, with the fact that boggy, hemorrhagic 
uterus would not contract or retract, made hysterec- 
tomy imperative. The uterus was quickly removed 
in the usual manner. Almost the entire cervix was 
exposed before firm tissue, which could be sutured, 
was reached. The cervical stump was suspended 
and peritonealized, and the abdomen closed in layers 
without drainage. Glucose and saline solution were 
administered intravenously and per rectum to com- 
bat acidosis and prevent shock. 

The patient made a good recovery. Convalescence 
was afebrile after forty-eight hours; the _ blood- 
pressure and urine were normal after the fifth day, 
and she returned to her home in good condition 
fifteen days after operation. At birth, the baby 
weighed 3 Ibs. 11 ounces, and was gaining when 
discharged. When seen six weeks later the mother 
was in excellent health. The cervical stump was 
high and the pelvis clear. The baby has thrived 
steadily and has developed into a normal, healthy 
infant. 

Pathological report: Uterus is 12 cm. long, 10 
cm. laterally, 5.5 cm. antero-posteriorly organ is 
deep red. An incision 7 cm. long is present in mid- 
line of lower portion of anterior wall. Surface of 
uterus shows diffuse subperitoneal hemorrhage. On 
laying open, canal is 9.5 cm. long, dilated; anterior 
surface of right side is covered by a thick layer of 
recent clot. 

Microscopic examination shows muscle fibres 
separated, the intervening connective tissue edema- 
tous, the lymphatics distended and empty. The veins 
are dilated; some are filled with blood; about these 
distended vessels, in places, the surrounding tissues 
are filled with blood; this is notably so in subperi- 
toneal regions. Many of the smaller veins contain 
numerous polynuclears. The muscle fibres are hyper- 
trophied; some are swollen, almost hyaline in ap- 
pearance and show no nuclei. 
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EARLY TEACHING OF MEDICAL HISTORY IN THE UNITED STATES 
BY WM. PEARCE COUES, M.D., F.A.C.S.* 


T is not generally known, even by those physi- 
cians interested in the study of medical his- 
tory, that its first teaching in this country was 
due to none other than Thomas Jefferson, ‘‘The 
Sage of Monticello.’’ 

Such, however, is the fact, according to Cor- 
dell’, as stated in his address published in 1904, 
on ‘‘The Importance of the Study of the History 
of Medicine,’’ which is one of the most interest- 
ing and illuminating articles on the subject ever 
published in America. 

Cordell points out that Roswell Park of Buf- 
falo, delivered a course of lectures on medical 


history at the University of Buffalo, which were 


published in 1897, it was supposed that this was 
‘‘the first attempt in the medical schools of this 
country to give systematic instruction in the his- 
tory of the science.’’ 

Cordell states that ‘‘over three quarters of a 
eentury ago the far seeing ‘Sage of Monticello’ 
provided for the teaching of the history of medi- 
cine in his great university, (Virginia,) and the 
course of lectures there delivered by the late 
professor Robley Dunglison was published in 
1872.’’ 

These lectures were entitled ‘‘ History of Medi- 
eine from the Earliest Ages to the Commence- 
ment of the Nineteenth Century,’’ and were ar- 
ranged and edited by Richard J. Dunglison, 
M.D., in Philadelphia, in 1872. 

Cordell gives in his address most convincing 
and logical arguments for a wider recognition 
of the subject, and its importance as a necessary 
part of the teaching in all medical schools. 

If one thinks that medical history is ‘‘dry’’ 
reading, let him read this address. It is not 
medical history which is dry, but the manner in 
which it is at times written of. 

Let us go back to the days of Guy de Chauliac, 
who wrote in 1363—‘‘the earliest herald of mod- 
ern surgery’’, and see what he says of the sur- 
geon. ‘‘Let the surgeon,’’ he says, be well edu- 
eated, skillful, ready and courteous. Let him be 
bold in those things that are safe, fearful in 
those things that are dangerous, avoiding all 
evil methods and practices. Let him be tender 
with the sick, honorable to men of his profes- 
sion, wise in his predictions, chaste, sober, pitiful, 
merciful, not covetous or extortionate, but rath- 
er Jet him take his wages in moderation, acecord- 
ing to his work, and the wealth of his patient, 
and the issue of the disease and his own worth.’’ 

Cordell reminds us of Forster’s great words, 
(lectures on the history of physiology )—‘‘what 
we know, and what we think is not a new foun- 
tain, gushing fresh from the barren rock of the 
unknown, at the stroke of the rod of our own 
intellect; it is a stream which flows by us and 
through us, fed by the far rivulets of long ago.’ 


*For record and address of author see “This Week’s Issue,” 
page 300. 


Turning to the distant past, we know that Hip- 
pocrates was the original master orthopedic sur- 
geon, for did he not know well the pathology 
and successful treatment of club-foot, besides 
that of many other orthopedic conditions ? 

In this respect Cordell quotes Adams, as fol- 
lows—‘‘In all the works of ancient surgery, I 
verily believe there is not a more wonderful 
chapter than that which relates to club-foot. In 
it he has not only stated correctly the true na- 
ture of this malformation, but he also has given 
very sensible directions for rectifying the de- 
formity in early life.’’ 

‘‘Now it appears to me a lamentable reflec- 
tion, as proving that valuable knowledge, after 
being discovered, may be lost again to the world, 
for many ages, that not only did subsequent 
authorities down to a very recent period, not add 
anything to the stock of valuable information 
which he had given on the subject, but the im- 
portant knowledge, which he had revealed to the 
profession, came to be disregarded, and _ lost 
sight of, so that, until these last few years, ‘ (he 
refers to the introduction of tenotomy by Stroh- 
meyer and Delpech)’, ‘‘talipes was regarded as 
one of the opprobria medicinae.’’ 

‘*We must not,’’ says Cordell, ‘‘ permit our- 
selves to be severed from the high ideals and the 
inspiration that comes from a contemplation of 
the examples, the lives and achievements of the 
great men of the past.’’ 

Apropos of the above statement, Cordell re- 
minds us of the speculum, ‘‘employed habitually 
by Paul of Aegina, in the latter half of the sev- 
enth century A. D., and furnishing him with 


‘an excellent knowledge of diseases of the uter- 


us; it was forgotten by his successors until re- 
discovered by “Recamier and introduced to the 
profession in 1818.’’ 

As we look back through the ages, and study 
the facts that led up to the great medical dis- 
coveries, we are impressed by the number of 
those who almost discovered the great truth, 
until some great mind concentrated on the sub- 
ject, reads what has been written before on it. 
and puts the final pieces of the picture puzzle 
together. 

It is like the bowl of water in the cold room 
in winter, waiting for the finger touch to erystal- 
lize the fluid in an instant. 

Is it too much to say that someone, delving 
into the medical history of the past times as did 
Bretonneau concerning diphtheria, may find 
some facts that will give a clue to the cause of 
cancer? When we remember Hippocrates and 
the club-foot, such a possibility does not seem 


entirely mythical. 
REFERENCE 
1 The Importance of the Study of the History of Medicine. 
ugene F. Cordell, M.D. An Address delivered on April 
27th, 1904, on the One Hundred and Fifth Anniversary 
of the Medical and Chirurgical Faculty of the State of 
Maryland. Killam and Geyer, printers, Baltimore, 
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MEDICAL PROGRESS 


PROGRESS IN GASTRO-ENTEROLOG Y—1928 


BY A. E. AUSTIN, M.D.* 


HIS year covers a large number of investiga- 

tions on gastric secretion, improved methods 

of diagnosis, methods of treatment, and statis- 

tics of patients discharged from the hospitals, a 
form of follow up system. 


GASTRIC SECRETION 


Cade and Milhaud! have reinvestigated the use 
of histamin for stimulating gastric secretion, 
using it in 39 patients with various gastric ail- 
ments. 

Their technique is as follows: a Rehfuss tube 
is introduced into the fasting stomach and with 
a syringe, all the contents of the organ are re- 
moved or, if food is found (stasis), a lavage is 
performed. 

After being certain that the stomach is empty, 
one ampoule of histamin (.001 gram) is injected 
with a hypodermic syringe under the skin of 
the arm. ,Then every 15 minutes, aspiration of 
the stomach is carried out for an hour beyond 
which time, there was rarely found any fluid, 
though in some eases secretion continued for one 
and one-half hours. 

It was shown that in 14 cases of gastric or 
duodenal ulcer, the amount of secretion is in- 
creased 2 or 3 times that found without hista- 
min. The hydrochloric acid content of this 
secretion was found increased in 72% of the 
cases investigated. In cases of cancer of the 
stomach*, the authors found that little or no in- 
crease was caused by histamin. The hydrochlor- 
ic acid was absent or very feeble and the total 
acidity, too, was feeble, insignificant or zero. 


Ten cases of achylia gastrica have been stud- 
ied by Kohn? with reference to the condition of 
the blood; no outward evidence of a blood dis- 
ease was found in any case and the gastrie con- 
dition was discovered only by a routine exam- 
ination of the function of the stomach, aided by 
the use of histamin. 

In every case but one, the color index was 
from 1.01 to 1.10: the erythrocytes showed no 
morphological changes. The leucocytes were 
always found diminished and there was an 
eosinophilia of moderate degree. : 

The author concludes that while pernicious 
or essential anemia is always accompanied by 
achylia, any achylia gastrica of whatever source 
always causes changes in the blood picture 
which approaches that of pernicious anemia, 
although not sufficiently clearly defined to con- 
stitute it. 

In conjunction with this study, efforts were 


*For record and address of author see ‘‘This Week’s Issue,” 
page 300. 


made to determine the possibility of a peptic 
ulcer with achylia but this was never found 
where the gastric juice incited by histamin was 
absent. Where such a combination has been re- 
ported, only the Ewald-Boas breakfast was used 
and hence the true condition of the secretion 
was not found. 


The problem of the secretion of hydrochloric 
acid, both free and combined with bases, has 
been studied by Steinitz’ who employed the 
Rehfuss tube, retained permanently during the 
investigation of the secretion; suction was em- 
ployed 2/3 times on the fasting stomach at 10 
minutes intervals until assurance was reached 
that the organ was fully emptied; then 300 
C. C. of unsweetened tea was poured down the 
tube into the stomach under light syringe pres- 
sure. 

Then every 15 minutes portions were with- 
drawn for analysis; both healthy individuals 
as well as those suffering from gastric cancer 
and gastric and duodenal ulcer were tested as 
well as those who made no complaint of the 
gastro-intestinal tract. 

His conelusions are, in part, as follows: the 
contents of the normal individual, after the tea 
enters the stomach, reaches a titration value of 
100-120 or 0.355-0.425 gram per 100 C. C. of 
content: a marked increase in the chlorine con- 
tent of liquid removed from the fasting stomach 
after the injection of % mgm. of histamin in 
the healthy individual or spontaneously in duo- 
denal ulcer but rarely above 1% gram per 100 
C. C.: in achylias the total chlorine may be 
within normal limits or may be diminished as 
is the free acid: there is no way, from the 
chlorine content, to differentiate the functional 
achylias (benign) from the malignant (cancer) : 
free acid and total chlorides must be considered 
together, if we wish to measure the secreting 
power of the stomach, for free acid alone will 
not give us this information: the chlorine con- 
tent of the gastric juice is not alone dependent 
on the integrity of the gastric glands but upon 
extraneous influences, that is, chlorine retention 
in the tissues due to failing eliminative functions 
of the kidney: the presence of chlorides in gas- 
tric juice cannot be regarded as due to the re- 
gurgitation of duodenal contents into the 
stomach thereby neutralizing the free acid. 


Endeavoring to learn what influence the dis- 
eases of extraneous organs have upon gastric 
secretion, Fliederbaum and Planko* tested the 
gastric functions of 50 patients, suffering from 
cardiac or renal diseases, and found that either, 
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if not accompanied by oedema or uremia, has 
but little influence on gastric secretion. 

In inactive kidneys with increased nonpro- 
tein nitrogen in the blood, an increased elimina- 
tion of the same nitrogenous products was found 
in the gastric contents. In cardio-renal disease 
associated with oedema, diminished secretion, 
lessened acidity and much less chlorides were 
found in the stomach. 

The motility, as shown by injection of neutral 

, was much impaired; the important point 
is, that these factors may precede and foretell 
the onset of oedema. 


RECIPROCAL RELATIONS BETWEEN BLOOD AND 
GASTRIC SECRETION 


Holler and Bloéch*® have endeavored to learn 
the reaction of the blood in the varied acidities 
of the gastric contents. 

It has already been learned that with the 
higher acidity of the gastric juice, there oc- 
curred an increase of the H-ions of the blood but 
which was primary was not known: in patients 
who showed hyperacidity of gastric juice, 84.6% 
had a concentration of H-ions in the blood 
which was pathological. 

The majority of those with anacid gastric 
juice, had normal blood reaction. The term, 
normal acid gastric juice, was hard to deter- 
mine: in many cases where the gastric hydro- 
chlorie acid was well within normal limits, the 
blood was found to veer toward the acid side. 

Hence the authors conclude that when the 
over active glands produce too much hydro- 
chlorie acid, some of the acid is returned to the 
blood often beyond the ability of its alkaline 
constituents to neutralize the acid. Hence an 
increase in its H-ions occurs with a reduction 
of its alkalinity. 


In a series of 46 patients undergoing the 
Sippy treatment for gastric ulcer, Gatewood, 
Muntwyler, Gaebler, and Myers* have made a 
eareful study of the blood, to determine the in- 
fluence upon it of the large quantities of alkali 
which are taken by patients under such treat- 
ment. 

About two-thirds of these individuals showed 
at some time during treatment, a high carbon 
dioxide content in the blood and 21 showed an 
uncompensated alkalosis; pyloric obstruction 
was found to be an important factor in produc- 
ing this condition. 

After gastro-enterostomy the acid-base bal- 
ance was restored when calcium carbonate and 
magnesium oxide are used; without soda alka- 
lemia is less severe and the symptoms of alka- 
losis (headache, drowsiness, anorexia, nausea 
and vomiting) did not appear. 

No evidence was found that alkalosis affected 
in any way the kidneys: with the rise of the 
blood bicarbonates, there was always a lowering 
of the blood chlorides: hence the importance of 
administering water and sodium chloride to 


patients suffering from alkalosis and as a pre- 
operative and postoperative measure is self- 
evident as most of such patients have been re- 
ceiving a large amount of bicarbonates as medi- 
cal treatment. 


EXCRETORY POWER OF THE STOMACH 


In a former study Steinitz’ found that in 
normal individuals the non-protein nitrogen of 
the blood runs parallel to that of the gastric 
juice. In cases of renal insufficiency, however, as 
is well known, the same nitrogen is much in- 
creased in the blood and the author has en- 
deavored to learn what effect this increase has 
on the gastric juice. 

In a parallel determination of these factors 
in 7 patients, suffering from advanced renal 
disease, it was found in all but one ease, that 
the non-protein nitrogen in the gastric juice 
far exceeded that in the blood. In other words 
the stomach acts as an excretory organ under 
the condition of the overloading of the blood 
with nitrogenous material. 

In the duodenal juice, however, the non-pro- 
tein nitrogen was always found much higher 
than in the gastric juice or the blood. 


TREATMENT 


The problem of why certain cases of amoebic 
dysentery yield readily to treatment by emetin 
while others are so resistant has been studied by 
Deutsch* who finds that there are two different 
forms of the amoebae, one harmless which in- 
habits the lumen of the intestine and the other. 
the entamoeba histolytica which penetrates the 
mucous membrane of the colon. The latter as it 
does not enter the blood stream is very hard to 
kill; this is due to the fact that they are forti- 
fied in the necrotic areas of the colon. 

In order to reach the amoebae, imbedded in 
the mucous membrane, it is necessary to inject 
the emetin hypodermatically in order that the 
— impregnated with this alkaloid may reach 
them. 

The cases in which the symptoms disappear 
from the emetin treatment are not necessarily 
cured since amoebae may be in the walls of the 
colon, to break out later while in the persistent 
eases the amoebae may be destroyed but the 
pathological conditions, which they have set up. 
may persist. Hence the uncertainty reported 
in the use of emetin for dysentery. 


Simici, Mustata and Petrovici® having noted 
the long relief from pain in ulcers of the stom- 
ach after the use of barium sulfate in x-ray 
examinations of the gastro-intestinal tract, have 
made use of this drug in the treatment of gas- 
trie ulcers and report their results. 

Fourteen cases of ulcer were observed, one of 
the lesser curvature, ten of the pylorus and 
three of the duodenum; on seven barium sulfate 
was used and on the remainder cytobarium. 

Their conclusions follow: (1) barium sulfate 
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and cytobarium exert a favorable influence on 
both the symptoms of pain and hemorrhage as 
well as promotion of the healing of the ulcer, 
demonstrated by repeated radiological examina- 


tion; (2) the amount of barium sulfate taken 


daily should be 60 grams divided into 4 equal 
doses, best administered in the early morning, 
an hour befere noonday, and evening meals and 
at bedtime; (3) the same favorable results can 
also be obtained in the eases of hypersecretion, 
aecompanied by pain and heartburn; (4) while 
during treatment the gastric acids are reduced, 
after treatment ceases, the acids should return 
to normal. 

Based upon a large experience at St. Thomas’s 
hospital, MacLean'® emphasizes the value of 
alkaline treatment in gastrie and duodenal 
uleers. The administration of alkalies should 
reach such amounts that the hydrochloric acid 
of the stomach is completely neutralized so that 
no digestion can take place in this organ: to 
accomplish this, he uses a small teaspoonful of 
a mixture containing a half ounce of sodium 
bicarbonate combined with one ounce each of 
heavy’ magnesium carbonate and calcium ear- 
bonate and two drachms of bismuth oxyearbon- 
ate, every two hours or practically 7 doses per 
day. 

The diet for the first week should be liquid 
and for the second semi-solid ; the diet, however, 
is of secondary consideration as long as meat 
and raw vegetables (salads) are excluded. 

The author shows by ease histories and re- 
peated x-ray examinations, the rapidity with 
which ulcers heal under this treatment. When 
the heavy meals are used, there have been no 
symptoms of alkalosis. 


REFINED METHODS OF DIAGNOSIS 


After discussing the views of others as to the 
cholegnostyl test, so called, Bauer and Strasser*? 
have subjected it to a careful review on 150 
cases, comprising 51 of actual liver disease, 30 
heart cases and the others with nothing in the 
symptoms which pointed to participation of the 
liver in the disease. 

The method followed was the removal of the 
blood one and two hours after the intravenous 
injection of 5 C. C. of cholegnostyl (phenoltetra- 
chlorphenolpthalein) ; the blood serum obtained 
was treated with a 2% solution of hydrochloric 
acid and then underlaid with 5% sodium 
hydroxyl. 7 

The appearance of a reddish brown ring, one 
hour afterwards, was taken as positive. 

In the ten cases of infectious cholangitis the 
test was positive every time; as these cases were 
always accompanied by jaundice, it was shown 
that the positive test depended more on the flow 
of bile than the activity of the hepatic cells 
and gave no information as to the integrity of 
the latter. Even in 5 cases of cancer of the 
liver, this test failed to show anything about 
the liver cells. 


In conclusion the authors declare that a dif- 
ferentiation of a cirrhosis with eardiae de- 
compensation and a eardia¢ failure with en- 
gorged, enlarged liver by blood, cannot be made 
by this test. : 

Furthermore the authors warn against the ac- 
ceptance of a negative test as a proof that no 
disease of the liver exists. Hence the accuracy 
of diagnosis in the clinic is not particularly ad- 
vanced by this cholegnosty] test. 


The attention of the medical profession is 
ealled by Lichtenstein’? to the .possibility of 
pleuritis and empyema being caused by gastric 
ulcex especially where a subphrenic abscess is 
found. 

He reports two cases where the process was 
confined to the left pleura. The first one had 
had a gastro-enterostomy, but 4 years later, 
symptoms returned with a profuse hematemesis: 
examination showed the left chest full of pus 
and autopsy revealed a perforated ulcer of the 
lesser curvature and a subphrenie abscess. The 
second patient had had a partial gastrectomy 
one year before and entered the hospital with 
only the signs of pleuritis. The fluid in the 
chest was of a cloudy serous character but gave. 
no evidence of tuberculosis. While the pleuri- 
tis was subsiding, the patient had a profuse 
hematemesis and a later x-ray examination 
showed an ulcer niche in the upper third of the 
ulcer sear. 


Schumacher" in trying out various tests for 
the determination of the integrity of the liver 
functions, declares that any test must fulfill 
three requirements: that it shall be specifie for 
the liver: that it show in the majority of the 
diseases of the organ that its function is dis- 
turbed and that, finally, it shall indicate the 
slighter disturbances of function. All these 
requirements seem to be fulfilled by the amount 
of lactic acid in the blood but the author has 
subjected this test to a still further critical 
study of 22 cases of liver disease, varying from 
simple icterus to cancer: in all these cases the 
average lactic acid content of the blood (nor- 
mally from 8 to 15 mgm in 100 C.C.) was found 
increased to 16.9 mgms minimum, thence ascend 


ing to 40 mgms, maximum. | 


By the injection of a.solution of sodium lae- 
tate, containing 20% of lactic acid, there was an 
increase of lactic acid content of the blood in 
all instances, temporary in those with normal 
liver, but prolonged to more than 2 hours where 
the organ was diseased. 


On account of the many objections to the ad- 
ministration of tetraiodophenolpthalein by the 
intravenous method, Morris’* has a modification 
of the oral method of giving keratin coated 
capsules which, if at all stale, pass through the 
tract without solution. 

This consisted in mixing 5 grams of the drug 
per ten pounds of body weight of the patient, 
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in white of egg and adding this to 4 ounces of 
well cooked cream of wheat. 

In 25 eases in which this was tried, only 7 re- 
ported any disagreeable symptoms such as 
nausea (5), headache (1) and diarrhoea (1). 

This method of administration has proved as 
effective as the intravenous, since in 12 cases 
shown by the test to have ‘‘abnormal’’ gall 
bladder, 11, when operated, showed distinct 
pathology of the viscus: a repetition of the test 
in some of the individuals, showed in the sece- 
ond examination the same results as in the first. 


REFLEX DISTURBANCES OF GASTRIC FUNCTIONS 
AND COMPLICATIONS 


The production of gastric symptoms by tabes 
dorsalis has long been known but Hess and 
Faltitsechek’® have found similar gastric condi- 
tions in those suffering from multiple sclerosis 
which they consider unique. In the 23 eases 
which they studied, the acid values of the gas- 
tric contents after the Ewald-Boas breakfast 
were found inereased in every instance. Fur- 
thermore, by the aid of the x-ray and the screen, 
hypermotility with deep peristaltic waves were 
discovered. In every case, too, there was a 
marked increased rapidity in the emptying of 
the stomach, the average time being 35 minutes: 
in contradistinction from this condition, there 
was a delay in the emptying of the intestines, 
particularly of the colon so that constipa- 
tion usually existed. In addition in many of 
these cases there were typical gastric crises such 
as are found in tabes dorsalis. 


Having noted the ease with which gastric 
cancers bleed and being doubtful that it was 
always due to ulceration, Blum'® found two 
cases in which there was purpura and unex- 
plained bleeding from the mouth, kidney and 
rectum where further study and autopsy showed 
a gastrie cancer. 

The explanation according to him is that the 
malignant growth forms toxines (histamin) 
which enter the blood and by destruction of its 
normal thrombin, allow oozing into the tissues 
from which it escapes. 

This theory is based on the discovery of a 
much prolonged coagulation time in both eases. 


The difficulty of discovering the cause of 
many cases of hematemesis is brought to our at- 
tention by Petermann’’ who reports many of 
his own errors. Among them were two cases 
of cirrhosis of the liver where repeated vomit- 
ing of blood and symptoms of indigestion had 
led to a diagnosis of gastric ulcer: two other 
cases of supposed gastric ulcer, based largely 
on repeated vomiting of blood, proved at au- 
topsy, the one myelogenous leukemia and the 
other pernicious anemia. 

Another supposed case of duodenal ulcer 
from the severe melaena, proved not to be ulcer 
at operation but further study made the diag- 
nosis of purpura a certainty. His conclusions 
are that, only after the most painstaking ex- 


amination of the patient’s blood and liver, dare 
we take it for granted that either hematemesis 
or melaena comes from ulcer or cancer of the 
gastro-intestinal tract. 


The significance of the presence of blood in 
gastric contents, where the Rehfuss tube is used. 
has been studied by Scheftel'® who concedes that 
this may come from the trauma of tube or from 
fercible vomiting but this should reach a mini- 
mum in increased skill in the use of the tube. 
The author has tabulated 160 cases in which 
blood was found in only 59 or 37%: further 
study of these cases showed 48 gastric ulcers, 40 
of which showed blood; 4 cases of cancer, 3 of 
the stomach and one of the ceeum, of which 
only the three former showed blood; there were 
14 cases of hepatie and biliary tract disease of 
which three had blood. 

Of 10 instances of disease apart from the di- 
gestive tract, 2 had blood and in 17 instances of 
appendicitis, there was blood in the gastric¢ con- 
tents of three and in 44 gastritides, 8 had blood. 

Hence it is clearly seen that while the blood 
in ulcers predominates, how often it occurs in 
other diseases and how earefully one should 
evaluate its presence, as a means of a diagnosis 
of gastric ulcer or cancer. 

In conelusion the author declares that blood 
found in the fasting stomach has no significance 
as it is probably due to trauma; on the contrary, 
of greatest significance, are the masses of mu- 
cous membrane which are colored dark or black- 
ish brown, obtained during the digestion by 
suction on the tube; these are almost invariably 
due to uleer or cancer and as the blood is not 
dissolved eseape the Weber test in the stool. In 
the differential diagnosis between cholecystitis 
and duodenal ulcer, these clumps point em- 
phatically to the latter. 


DETERMINATION OF ACIDITY OF GASTRIC CONTENTS 


Gorham, Stroud and Huffman'® have sub- 
jected the determination of hydrochloric acid 
and chlorides in gastric contents to a critical | 
review. The method is rather a complicated 
one with the use of phenolsulphonpthalein with 
corrections for test meal dilution. 

The results, though, are very interesting: 
the absence of free hydrochloric acid, or its 
presence in low concentration in gastric con- 
tents, is not proof that gastric secretion is cor- 
respondingly diminished and in anachlorhy- 
dria the total chlorides may be of normal 
amount. 

It was also determined that the regurgitation of 
duodenal contents into the stomach was in many 
cases a powerful factor in fixing the height of 
the chloride level in the gastric contents. The 
chloride concentration of the contents of the 
stomach while fasting and the gastric chyme 
induced by the excitor, water, was found to vary 
largely in different pathological conditions, 
being increased in pyloric obstruction, duo- 
cenal ulcer and disease of the biliary tract. 
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The relationship of the acidity and the total 
chlorides of the stomach content, while fasting 
and after the water meal, was exceedingly 
variable in both health and disease. The acidity 
shows much more variation than the chloride 
concentration: this was particularly true in 
hypo-hyperacidity and in those on whom a 
gastro-enterostomy had been performed. 


The specificity of the gastric secretion for vari- 
ous kinds of proteins both in adult and child- 
hood has been studied by Mansfield’®. The ex- 
tent of the digestion was determined by the re- 
fractometer. First it was determined that 
while the gastric juice of adults was equally 
efficient in the digestion of milk, eggs and veal, 
that of the infant was adapted to milk, and 
other forms of protein were but slightly at- 
tached. 

It was found, however, that by repeated feed- 
ing of infants with egg white, after a time they 
acquirea the power to fully digest this protein 
but, also at a later period, protein of veal and 
beef. 

Then efforts were made to determine what 
factor was added to the gastric juice by which 
its efficiency was so increased that it could di- 
gest other proteins, it was found that this in- 
creased digestive power was due to the greater 
concentration of H-ions (hydrochloric acid) 
which steadily increased to meet the extra 
burden of other proteins than caesin. When in 
some infants this increase did not take place, di- 
gestion of egg white and veal remained nil. 
Hence we may conclude that the adaptation of 
the juvenile digestion to mixed proteins is not 
due to the secretion of any unusual ferment but 
simply to the increased hydrochloric acid. 


EFFICACY OF TREATMENT OF GASTRIC ULCERS 


To determine the efficacy of operative inter- 
vention in gastrie ulcer, Martin*' has reviewed 
the material in his hospital. The first thing 
which attracts attention is the steadily decreas- 
ing number of those subjected to gastro-enter- 
ostomy for gastric ulcer. From 1912 to 1914, 
78% of all those operated for gastric ulcer had 
gastro-enterostomy while from 1925 to 1928 only 
24% of those surgically treated for this affec- 
tion had this. Further, a review of the statis- 
ties also shows that operative intervention of 
any kind for this disease is growing steadily 
less (from 133 in 1912-14 to 33 in 1925-27). 

This is due largely to the fact that, in voung 
adults, medicinal and diatetic treatment has 
proved so efficacious, that operation has not 
seemed necessary. 

As to resections the author believes that until 
the question of ulcer diathesis is fuily settled, 
this operation should ‘be performed very rarely 
and then only when the indications are very 
marked (pylorie obstruction). 


In an extensive ‘‘follow up’’ of 214 cases, 96 
males and 116 females, at the Royal Infirmary 
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of Glasgow, Smith*? has endeavored to give us 
an idea of what happens to patients with gas- 
tric and duodenal ulcer after departure from 
the hospital, often covering periods of 5 to 15 
years. 

The author recognizes the possibility of 
false diagnosis and misinterpretation of the 
word ‘‘cured’’ but the statistics are as follows: 
with no effort made to differentiate gastric and 
duodenal ulcer in the results, he finds of the 90 
males reporting, 64 were cured, 21 improved, 3 
failures and 2 deaths: of the 115 women report- 
ing, 89 were cured, 18 improved, 3 failures and 
) deaths. These were the results when the 
patients left the hospital. 

The statistics of these patients 5-15 years 
after departure from the hospital are as fol- 
lows: of the 90 men, 28 remain well, 14 are im- 
proved, 30 failed of relief and 18 are dead: of 
the 115 women, 47 remain well, 24 are improved, 
26 report no relief and 18 are dead. 

The author in other tables which are too 
cumbersome for review shows that death from 
cancer of the stomach following ulcer, is much 
lower than accepted in the United States and 
urges to greater effort in determining the cause 
and pathology of ulcer. 
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CASE 15061 
HEADACHE 


MepicaL DEPARTMENT 


A Swedish machinist fifty-vears old entered 
November 1 with no subjective complaint ex- 
cept headache. 

For a year he had been very apprehensive and 
nervous. Seven weeks before admission while 
driving an automobile he became unconscious. 
He had time to stop and draw up by the curb, 
but did not turn off the switch. There was 
marked jerking of the head backward and to 
the right. He remained in this condition ten 
minutes. Then he was able to drive home. He 
knew he had had the attack. Afterwards his 
fellow workers noticed that his work was not so 
good. At the end of the first week he became 
forgetful and began to develop right hemiplegia 
and speech defect. He had to give up work. 
His eyesight was very poor. After the secon‘ 
week he had aphasia and later echolalia. Once 
he complained of headache Recently he had 
raised his hand to his head as though in pain. 
For four weeks before admission he vomited 
every four or five days. The vomiting was not 
projectile. For three weeks he had been incon- 
tinent. 

His family history is not significant. His wife 
had one child by a previous marriage, no other 
chi'dren. 

His past history is negative except for an at- 
tack of jaundice three years before admission 
treated with injections and followed by the 
breaking down of the internal aspect of the 
right leg. He never used alcohol in excess. He 
denied venereal disease. 

Clinical examination showed a well developed 
and nourished, drowsy man not responding to 
questions. Teeth carious. Pyorrhea. Foul 
breath. Weakness of the right side of the body. 
Heart and lungs not recorded. Blood pressure 
165/90. Abdomen, extremities and pupils nor- 
mal. Biceps, triceps, knee-jerks and ankle 
jerks greater on the right than on the left. An- 
kle clonus on the right. Romberg not tried. 
Bilateral Kernig. Additional neurological find- 
ings: some weakness of the right side of the face. 
Right grip and right leg weaker than left. He 
was unable to raise his right hand to his face. 
He voided involuntarily. He showed some 


aphasia, echolalia and questionable apraxia. 


Urine cloudy, specific gravity 1.020, no albu- 
min or sugar. Hemoglobin 80. No blood counts 
recorded. Smear showed a moderate number of 
microeytes, no abnormal white or red cells. Hin- 
ton and Wassermann both strongly positive. 


A lumbar puncture was done between the 
fourth and fifth vertebrae. The initial pressure 
was 510. There was however no spurt from the 
needle. The pressure rose gradually and there 
was good pulse oscillation. No further dynamics 
were tried because of the high pressure, but 
about 3 centimeters of clear fluid was withdrawn 
s'owly, aleohol, Wassermann and Hinton strong- 
ly positive, ammonium sulphate negative, no 
eells, colloidal gold 1112210000, total protein 83. 

Temperature 97° by mouth to 99.7° by reetum. 
Pulse 60 to 128, with a terminal increase to 160. 
Respirations not remarkable except for a ter- 
minal increase to 38. 


X-ray showed the sella turcica and the ealva- 
rium apparently normal. The pineal was not 
visible in the lateral view. The anterior-pos- 
terior view was probably of no value. 


November 3 a consulting oculist found the pu- 
pils not dilated, the media clear. The right dise 
was swollen one and a half diopters and bore 
hemorrhages with exudates in the nerve fiber 
layer. The vessels were overfilled. The vascular 
funnel was obliterated. The left dise showed the 
same picture except that the swelling was more 
marked, three diopters. The fields could not be 
obtained because the patient was unable to co- 
jperate. 


The patient was given a course of neoarsphen- 
amin, six intravenous injections of 0.45 grams 
Setween November 8 and November 25, also 
sodium iodide, four injections of 31 grains. No- 
vember 19 another oculist found papilledema 
about three diopters in each eve, with distended 
veins and hemorrhages around the dises. No- 
vember 28 the patient looked badly. His breath- 
ing was rapid and stertorous, with tracheal rat- 
tle. The temperature was 103° by rectum. The 
abdomen was distended. Catheterization yielded 
only four ounces. November 29 he died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


Eeholalia means saying over again what has 
been said to you. 

Projectile vomiting comes sometimes in brain 
tumor, but is not of great differential value. 

Apraxia means that he cannot do what he 
wants to do. He puts his hand in one place 
when he wants it somewhere else. 

So far we have heard nothing about choked 
dises. Perhaps that is coming. 

On general principles we should not think of 
doing anything else but give the patient neo- 
arsphenamin. 
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DIFERENTIAL DIAGNOSIS 


This is a brain case: hemorrhage, syphilis, 
tumor ? 

Against hemorrhage is the persistent and in- 
creasing edema of the nerve heads. You can 
have some edema with hemorrhage, but ordina- 
rily, as far as I know, nothing like this. 

Syphilis. We have no good evidence of it ex- 
cept for his Wassermann, and that is not enough. 
I have not known so high a spinal fluid pres- 
sure as 510 with syphilis. If it can give it I 
have learned something. I am voting against it 
until I am taught better. 

Cerebral tumor seems the most likely thing. 
If it is cerebral tumor it ought to be on the left 
side of the brain in such a position that it could 
affeet the speech center. 

A Srupent: How about the quick develop- 
ment of this thing? Does tumor start like that? 

Dr. Casor: Yes, the sudden appearance of 
the symptoms, not of the tumor. One of the 
commonest things is hemorrhage into a glioma, 
which thus often starts up a lot of symptoms 
suddenly. But I do not think that is the only 
reason. I think there are also other cases with 
symptoms that appear suddenly where you can- 
not show hemorrhage, and I do not know the rea- 
son. 

A Srupent: What would you say about cere- 
bral thrombosis ? 

Dr. Casor: I eannot rule that out. But 
cerebral thrombosis is ordinarily secondary to 
something elsewhere in the body. We hear of it 
in the ear diseases of childhood for example. 
But I am not familiar with it without any known 
lesion elsewhere in the body. 

A Strupent: Would thrombosis cause slowly 
increasing pressure ? 

Dr. I donot know. I should not sup- 
pose it would. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Central nervous system lues. 
Brain tumor. 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Cerebral tumor on the left side of the brain. 
ANATOMIC DIAGNOSES 
1. Primary disease. 
Glioma. 
2. Secondary or terminal lesions. 


Gumma of the liver. 
Healed pulmonary tuberculosis. 
Arteriosclerosis. 


Dr. Tracy B. Matuory: This case showed two 
things of interest. The major one was a glioma 
in the left side of the brain, chiefly in the fron- 
tal lobe, although extending back towards the 
temporal. It was very considerable in size. Its 


location in the frontal lobe accounts for the 
long silence so far as symptoms are concerned. 
The other striking lesion was a gumma of the 
liver. In this case it was the right lobe, which 
was reduced to a small scar about 4 centimeters 
in diameter, to which was attached the gall blad- 
der. In the sear tissue were four yellowish, 
sharply circumscribed masses of the consistency 
of gutta-percha. Two of them showed micros- 
copically slight calcification. Numerous blood 
vessels in the surrounding tissue were throm- 
bosed, apparently from old endarteritis. The 
left lobe was greatly hypertrophied and all the 
smaller lobes on the posterior surface were also 
greatly enlarged and hyperplastic. 


CASE 15062 
SIX YEARS’ ORTHOPNEA 
MepicAL DEPARTMENT 


An Irish, solderer seventy-three years old en- 
tered April 24 complaining of orthopnea of six 
years’ duration. 

Seven years before admission he coughed up a 
mouthful of blood while sitting quietly. He had 
had no symptoms before that time. Soon after- 
wards he developed a cough which grew grad- 
ually more severe. A vear before admission it 
was much more severe and hard. For the first 
time he raised a good deal of white slimy sputum. 
During this period he had two more attacks of 
hemoptysis on moderate exertion. For the past 
four years he had slept sitting up in a chair be- 
cause of a choking feeling in his throat on lying 
down. He had felt much more need of sleep for 
the past four years, and because of inability to 
sleep well had dozed most of the time, waking up 
to eatch himself muttering unintelligible jargon. 
For four years his breathing had been hard and 
wheezy, forcing him to take a day off from work 
every few days. <A year before admission he 
stopped work altogether because his dyspnea had 
increased so that he climbed one flight of stairs 
with difficulty. During the past year his hands 
had been cyanotic at times. 

His family history is indefinite. There was no 
known history of familial disease. His wife had 
had one miscarriage. 

Ilis habits were good. 

At twenty years he was ill in bed for twenty- 
one weeks with ‘‘rheumatie fever’’. In the 
course of the next five years he had two more 
attacks, much less severe and shorter. Since that 
time he had had no rheumatism. Apparently he 
had had no appreciable sequel from these attacks. 
He was able to do very vigorous work until the 
onset of his present illness nearly forty-five years 
later. He rarely had sore throat or headache. 
Since the present illness his bowels had been 
ae constipated, requiring frequent cathar- 
ics. 

Clinical examination showed an underdevel- 
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oped, undernourished old man sitting up in bed, 
dyspneie, cyanotic and rather drowsy, though 
wide awake when aroused. While sleeping he 
had Cheyne-Stokes respiration. The skin was 
dry and inelastic. The entire skin of the trunk 
was covered with punctate and linear excoria- 
tions, more marked in the upper chest and back. 
There were also numerous small pigmented areas. 
The upper and lower eyelids were edematous. 
Seven earious and discolored teeth remained. 
Marked pyorrhea. The tonsillar fossae were 
very much reddened, the small amount of ton- 
sillar tissue ragged. There was slight pallor of 
the mucous membranes. In each axilla were 
several small glands. Chest expansion was mark- 
edly limited. The whole chest wall moved to- 
gether. The point of maximum impulse of the 
heart was felt in the fifth space 10.5 centimeters 
from midsternum, 2.5 centimeters outside the 


4th space to 


tion and marked cyanosis of the lips, face and 
hands. The pulse was 70, the blood pressure 
115/70. The pulse showed numerous extra- 
systoles and one small run of bigeminal. Intra- 
venous adrenalin 5 minims had no effect on it. 
Ilalf an hour later the patient died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
DIFFERENTIAL DIAGNOSIS 


We start with the impression that this is a 
rheumatic patient and therefore that he probably 
has a rheumatic heart; but we hesitate when we 
find that he went forty-five years with hard work 
and that physical examination gives no evidence 
at all in favor of rheumatic heart disease. If he 
has it we eannot say so. I think he had heart 


llnees to flat- 
ness. Decreased Dullness. 
? to absent breath SK Decreased to absent 


sounds. 


fremitus. 


midelavicular line. The left border of dullness 
was not determined. Right border 2 centimeters 
to the right, supracardiac dullness 6. The heart 
sounds were distant and of poor quality through- 
out, not heard over the aortic and pulmonie 
areas. At the apex and transmitted to the 
axilla was a soft high pitehed systolic murmur, 
not heard at the base. No diastolic or thrills. 
Heart beat not forceful. Rate fundamentally 
regular, with runs of extrasystoles. Brachial 
arteries markedly sclerosed and tortuous. Blood 
pressure 154/78. Radials and temporals scle- 
rosed. Lung signs as shown in the diagram. 
Abdomen distended and tympanitie. Examina- 
tion was unsatisfactory. No masses were made 
out. Slight incompletely reducible herniae in 
both inguinal regions. Bilateral varicocele. 
Hands and feet cold and cyanotic. Marked pit- 
ting edema of the lower legs extending some- 
what up the thighs. Pitting edema in the lumbo- 
sacral region. 

Amount of urine not recorded, specific gravity 
1.022, a trace of albumin, Benedict’s test green, 
5 or 6 leukocytes and 1 or 2 red eells per high 
power field. Blood: 4,680,000 reds, platelets re- 
dueed. Blood otherwise not remarkable. Hinton 
negative. Non-protein nitrogen 27. 


Temperature and respirations normal. Pulse 
100 to 110. 

At half past five the morning after admission 
the patient had marked Cheyne-Stokes respira- 


Absent 
vocal and tactile 


(breath sounds. 
Absent tactile and 
vocal fremitus. 


disease. What kind? The kind that is common- 
est in old people, although we have no proof in 
the blood pressure at this time. I believe he had 
hypertension, but not when he came here. I 
think he had hypertensive heart disease. Is that 
enough? [am not sure that it is. 

We have to consider the possibility of emphy- 
sema here too. We have no X-ray, and we need 
it. I do not think the physical signs ordinarily 
given in textbooks enable us to make a diagnosis 
of emphysema. The heart sounds at the base 
suggest that the lung is pushed in front of the 
heart, as in emphysema; but the shape of the 
chest may give us that result too. 

Has he a nephritis? I do not think that we 
ean say so. He has no anemia, the urine has a 
good gravity, and there is no increase in non. 
protein nitrogen. He has a little albumin, but 
passive congestion more easily accounts for that. 

Are we sure that he has not a tuberculosis, 
healed or active? No, I am not. He had had 
hemoptysis several times. I do not see how it is 
easily accounted for. In the beginning it might 
I thought be due to rheumatic heart disease with 
mitral stenosis, which often gives free hemopty- 
sis from the back pressure ; but I find no evidence 
of that’ in physical examination; we cannot say 
that he has active tuberculosis. It seems quite 
possible that he has an old healed phthisis with 
scarring. But I do not believe that he died of 
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miliary tuberculosis or emphysema. The main 
element is the heart. 

A Stupent: What is against mitral stenosis 
of forty-five years’ duration? 

Dr. Casot: The absence of any murmur. A 
systolic murmur is of no significance. The heart 
vets more irregular than this, and we ought to 
get a middiastolic, early diastolic or late dias- 
tolic murmur. 

A Strupent: How about the possibility of 
chronie fibrous myocarditis, considering the con- 
dition of the blood vessels? | 

Dr. Casot: It seems perfectly possible, but 
is not the cause of death. We have no evidence 
of a heart ever being weakened by myocarditis 
alone. There is always something else. Here 
we assume hypertensive heart disease. I am per- 
feetly prepared to hear that he had also myoear- 
ditis, but we have no elinieal evidence for it. 

A StupeNT: Would arteriosclerosis alone ac- 
count for the heart ? 

Dr. Cazor: I think not. I do not think arterio- 
sclerosis alone ever accounts for heart disease 
except when it is in the coronaries, and we have 
no evidence of that. 

A Stupent: Could vou say the immediate 
cause of death was pulmonary edema? 

Dr. Casot: Yes, I do not see why not. 

A Srupent: Is that systolic blood pressure 
high enough to mean a typical hypertensive 
heart disease ? 

Dr. Casot: No. What we have to assume is 
that he had had previously a much higher pres- 
sure than that. Otherwise we cannot account for 
his heart’s giving out. 

A Stupent: Is not a systolic murmur at the 
apex more indicative of an arteriosclerotie condi- 
tion? 

Dr. Casot: I think not. A systolic murmur 
at the apex means a great many things; I do not 
know which is the commonest. Almost any form 
of heart disease shows such murmurs. 

A Stupent: Do you think the history of 
coughing, wheezing and then the physical signs 
are enough to make a diagnosis of chronic bron- 
chitis with emphysema? 

Dr. Casot: No. I think they are perfectly 
compatible with it. I think it is quite possible 
that we may find emphysema, but I do not know 
any physical findings except a characteristic 
X-ray upon which you can diagnose emphysema. 
Going on the physical findings given in the text- 
books, we diagnose it more often wrong than 
right. 

A StupEntT: Ilow about the absence of sounds 
over the aortic and pulmonic areas? 

Dr. Casot: That might well be the case, if 
the lungs go over the heart. 

A Stupent: What else could it be due to? 

Dr. Caspot: It might be due to feebleness of 
the sounds or to the shape of the chest. 

A Stupent: Do you think he had petechiae? 

Dr. Casot: I do not see any reason to sup- 
pose so when a man has been scratching so long 


and so could produce the lesions which he has. I 
do not know why he was scratching. We have 
to leave that as one of those dark and interest- 
ing symptoms, never explained. 

Miss Painter: I think it is fair to say that 
he had seabies. It was proved clinically by cure. 

Dr. Casot: That accounts for all the skin 
condition. 

A StupentT: Do you think the hypertension 
alone could explain the long periods of dyspnea, 
difficulty in breathing, ete. ? 

Dr. Casot: Ido not believe it. I think there 
is something else in the lung along with the pas- 
sive congestion. What seems to be most possible 
is a chronic fibrous process of tuberculous origin 
or an emphysema or both, with of course chronic 
bronchitis. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Arteriosclerotic heart disease with decompen- 
sation. 

Coronary occlusion ? 

Chronie nephritis? 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Hypertensive heart disease. 

Possibly fibrous myocarditis. 

Chronic passive congestion of the lungs, kid- 
neys and other organs. 

Chronic fibrous process in the lungs of tuber- 
culous origin or emphysema or both. 

Chronic bronchitis. 


ANATOMIC DIAGNOSES 


Primary disease. 
Arteriosclerosis, particularly of the pulmonary 
arterioles. 


Secondary or terminal lesions. 
Vascular nephritis (benign type). 
Rheumatie endocarditis (chronic and acute). 
Rheumatic myocarditis. 
Pulmonary arteriosclerosis. 


Historical landmarks. 
Seabies. 


Dr. Tracy B. Mauuory: This is another case 
in which we found a great many lesions, and it is 
difficult to correlate them with the symptoms the 
patient showed. The most obvious diagnosis was 
that of scabies. 

The heart was much enlarged, weighing 650 
grams. The right ventricle was considerably 
dilated and enormously hypertrophied, measur- 
ing 7.5 centimeters in thickness. The left ven- 
tricle was also hypertrophied, measuring 20 
millimeters. The valves were all normal in ecir- 
ecumference and showed no definite functional 
deformity, but the curtains of the mitral valve 
showed marked fibrous thickening, and definite 
rheumatic adhesions were noted between the 
cusps of the aortic valve. There was no question 
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but that there was an old rheumatie endocarditis. 
There were also a few fresh rheumatic lesions on 
both the aortic and mitral valves. This was con- 
firmed by microscopic examination, which 
showed quite characteristic Aschoff bodies in the 
myocardium. 


The pleural cavities contained much more fluid 
than one would expect, 1600 cubic centimeters 
in one and 1000 in the other. The lower lobes 
on both sides were almost completely atelectatic, 
presumably from pressure of the fluid. The 
upper lobes showed a moderate degree of 
emphysema, most of which might be interpreted 
as compensatory in character and not an actual 
structural emphysema. There were rather 
marked fibrous scars on the pleura and in both 
lungs, and a few old sears at the left apex, pre- 
sumably due to old tuberculosis. The most 
marked lesions however were an extreme degree 
of anthracosis and on microscopic examination a 
very marked degree of arteriosclerosis of the 


pulmonary arteries, which is a relatively uneom- 
mon finding. The lungs were filled, in addition 
to the carbon pigmentation, with hemosiderin in 
large amounts, suggesting a longstanding and 
very marked passive congestion in the lungs. I 
think in all probability that the pulmonary 
arteriosclerosis was the most essential feature in 
the case. That he had a general arteriosclerosis 
as well, showing up quite markedly in the kid- 
neys, and probably hypertension at some stage, 
seems very probable; and he also had a definite 
rheumatic heart disease, although I do not be- 
lieve that had anything to do with the syrap- 
toms. 


POSTSCRIPT BY DR. CABOT 


The pulmonary arteriosclerosis is I suppose. 


the other pulmonary burden (besides passive 
congestion) for which I was looking. 

The diagnosis of hypertensive disease is cer- 
tainly not upset by the autopsy. 


TEAM WORK OF SOCIAL WORKERS AND THE 
MEDICAL PROFESSION 


Harrisburg, Pa., Jan. 22.—A plea for closer team 
work between social workers and the medical pro- 
fession as a mutual effort to conserve vision was 
made here tonight by Dr. B. Franklin Royer, med- 
ical director of the National Society for the Pre- 
vention of Blindness, of New York City. ‘“Team- 
work between the social worker and the doctor is 
not only essential as a means of securing medical 
attention for cases of eye disease and eye strain 
observed by the social worker, but such action is 


often imperative to avert blindness”, Dr. Royer said. 
He was the principal speaker at the annual meeting 
of the Dauphin County branch of the Pennsylvania 
Association for the Blind in the Harrisburg Civic 
Club. 

“While busy with the economic and social re- 
habilitation of an individual, the welfare worker is 
also concerned with the physical condition of that 
person”, Dr. Royer pointed out. “Social workers 
are thus in a position to contribute greatly to the 
movement for the prevention of blindness by watch- 
ing the condition of the eyes among the various in- 
dividuals they visit professionally. They can be 
of much help also through gradual education of the 
public, as to the eye hazards at work, at play, and 
in the home, and how to guard against them. They 
can be of further help by arousing interest in care 
of the eyes among school children, by focusing at- 
tention upon the methods of testing the vision of 


the pre-school age child, and by having defective 
vision corrected before schoo} enrollment. 

“A great deal of blindness in the United States 
may be attributed directly to the reluctance to dis- 
cuss publicly the very close relationship of venereal 
disease to blindness or seriously defective vision, 
and the welfare worker should strive to break down 
this false standard of secrecy. It has brought on 
numerous cases of blindness through ignorance, as 
every doctor knows. Fear of offending the blind 
and the partially blind whose inherited handicap is 
in no way related to diseases involving moral turpi- 
tude has for many years caused social welfare and 
public health workers and even a part of the medical 
profession to lean over backwards in avoiding—at 
least in public—discussions linking blindness with 
the social diseases. 

“Every person, and every social worker particu- 
larly, should know the three cardinal principles of 
first aid after eye injuries. The first of these is 
cleanliness; next, prompt rest for the eye; and, third, 
medical care directed by a competent physician, pre- 
ferably an oculist. These principles apply even if 
the injury is slight, and they are imperative with 
serious eye injuries. In grave injuries, where flying 
particles may have been driven into the eye tissues 
and injured the outer covering of the eyeball, it is 
wise immediately to cleanse the outer surface of 
the eye, lashes and lids, place a wet dressing over 
the eye with a light bandage and secure forthwith 
medical opinion as to the best method of procedure.” 
—Bulletin of the National Society for the Prevention 
of Blindness. 

370 Seventh Avenue, New York City. 
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THE TEACHING OF OBSTETRICS 


Ar the meeting of the American Association 
of Obstetricians, “Gy necologists and Abdominal 
Surgeons held in Asheville, North Carolina, in 
September, 1927, it was resolved to submit to 
the Council of Medical Education of the Ameri- 
ean Medical Association and to the American 
Association of Medical Colleges, a plea for equal 
recognition of General Surgery and Obstetrics 
in the curricula of our medical schools. 


As a result of this, the president of the Asso- 
ciation, Dr. Palmer Findley, took the subject of 
““The Teaching of Obstetrics’’ for his presiden- 
tial address which he delivered at the Toronto 
meeting of the Association, in September 1928. 
Am. Jour. Obst. & Gynec., St. Louis, 1928, XVI, 
5, 611-624. 

In the report of the Committee on Maternal 
Welfare (1925) the statement is made that the 
services of the general practitioner are propor- 
tioned about as follows: Internal medicine, 50 
per cent.; obstetrics, 35 per cent.; minor sur- 
gery, fractures, life insurance, ete., 15 per cent. 
A study of the curricula of our medical schools 
showed that in teaching hours the ratio of ob- 


|stetrics to general surgery, exclusive of the sur- 


gical specialties, was 4 to 18. 

In the preparation of his address, Dr. Findley 
sent more than four hundred letters of inquiry 
to the deans of medical schools all over the world, 
exclusive of the United States, and to a group of 
obstetricians representing the entire world. 
From this correspondence he learned that the 
countries in which part or all of the institutions 
give obstetrics and gynecology combined equal 
recognition with general surgery are Russia, Po- 
land, Ecuador and Argentine; that in Germany, 
France, Norway, Sweden, Holland, Italy and 
Switzerland the allotment is nearly equal; while 
England, Seotland, Wales, Canada, Australia, 
Egypt, Finland, India, Cuba, Czechoslovakia, 
Chile, Peru, Brazil, Austria, Hungary, Mexico, 
China, Siam and Haiti give much more time to 
surgery than to obstetrics and gynecology, the 
proportion being 2 to 1. However, it is of in- 
terest to note that in none of these countries is 
surgery given so large a proportion of teaching 
hours as in the United States where the ratio of 
surgery to obstetrics is in the neighborhood of 
to 1. 

From this study, Dr. Findley submits the fol- 
lowing propositions: That obstetrics should have 
a larger place in the curriculum in order better 
to prepare our students for the general practice 
of medicine, since in this type of practice, ob- 
stetries far exceeds general surgery in impor- 
tance and is second only to that of internal medi- 
cine. Such, therefore, should be the relative 
positions of these subjects in the curricula of 
our medical schools. The maternal morbidity 
and mortality, which in the United States had 
not decreased in the last fifteen years and is 
to-day the highest of the twenty-one leading na- 
tions is chargeable to educational defects and 
will not be materially reduced until our institu- 
tions provide more adequate clinical facilities. 

The need for more practical instruction in 
obstetrics which can be best attained in hos- 
pitals and dispensaries, may be met, without 
added burden to the student, by restricting to the 
fundamentals the didactic teaching in obstetrics, 
as well as in all clinical subjects. Not less than 
one month should be devoted to maternity serv- 
ice where the student should deliver his cases 
under the direction of trained clinicians, who 
should also stress the importance of prenatal 
supervision. 

The medical schools of the United States are 
lagging far behind most schools of the world in 
practical instruction because of lack of adequate 
facilities and the time to devote to it. The rem- 
edy to this must come through the revamping of 
the curriculum. 

Dr. Findley concludes his address by stating, 
‘‘The American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons respect- 
fully petition and urge those who are in official 
command of the situation to remedy this state 
of affairs. We ask this with no desire to unduly 
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exalt ourselves or our specialty, but for the pur- 
pose of preparing our students for the respon- 
sibilities of their chosen profession.’’ 

A committee of obstetricians, established by a 
resolution of the American Association of Ob- 
stetricians, Gynecologists and Abdominal Sur- 
geons, is making plans to create an American 
Board of Obstetrics and Gynecology with a view 
to certifying those physicians who may be able 
to satisfy the board of their qualifications in this 
field. This, it is hoped, will stimulate higher 
studies in the field of obstetrics, interest young 
men to perfect themselves in this specialty and 
maintain high standards of scientifie practice: 


CHECK THE SUN BATH 


Proressor DonaLp C. StocKBarGER, Assistant 
Professor of Physics at the Massachusetts Insti- 
tute of Technology, has published under the 
above title a paper in the November issue of 
The Technology Review, warning against the 
indiscriminate, inaccurate and careless use of 


apparatus designed to produce ultra-violet 
radiation for therapeutic purposes. The 
article is timely. Artificial insolation has 


become a fad to such a degree that not 
only are many physicians employing various 
types of lamps for a multiplicity of uses, but the 
publie is purchasing mercury vapor and carbon 
are lamps for the purpose of dosing itself with 
the rays which they emit. 

_As Professor Stockbarger points out, we do not 
as yet know the ultimate effects of the rays with 
which we are bathing ourselves and our patients 
in such a whole-hearted fashion, nor indeed, do 
we really know what rays we are employing nor 
to what purpose. His main thesis is the unscien- 
tifie fashion in which we, as medical men, are 
employing, under the guise of science, physical 
energies of which we do not understand the 
quality, the quantity, or the effect upon the hu- 
man body. Since lamps even of the same type 
differ from each other, and even when a given 
source has been tested and certified by a com- 
petent physical laboratory, the data obtained 
hold only for a given voltage and current, for 
the original optical equipment in good condi- 
tion, for a given kind of electrodes and a given 
spacing between, and for a given distance of the 
irradiated surface from the source, it is obvious 
that the accurate use of these sources can be 
made only by a physicist. 

Physicians, it is true, are prone to adapt to 
their own uses, often with very little under- 
standing of their nature, new inventions in 
many fields of science. Often they are misled 
and taken in by their own credulity; some, it 
must be confessed, are willing to entertain any 
idea which will add to their reputations or their 
practices ; there is a difference, however, between 
the mild enthusiast who believes that with the 
Alpine lamp he ean cure rickets and the com- 


mon cold, and the completely irregular practi- 
tioner who sets up an electronic shop. 

The worst criticism that Professor Stock- 
barger makes of us, however, is that we are un- 
intelligent and unscientific in our use of an in- 
strument which belongs properly to the sphere 
of physics. He might be more critical and still 
be within the bounds of truth. He shows, how- 
ever, that, as a physicist, he fails to grasp the 
problems of the physician. He grants us a 
good working knowledge of chemistry as an es- 
sential to the complete understanding of the 
drugs which we employ. He confuses in his 
mind the pharmacist and the physician, 
failing to appreciate the relative importance 
of physiologic chemistry, of which many phy- 
sicians have a considerable knowledge, in the 
study of diseases. 

He fails to realize that medicine is an inexact 
art which is laboring to harness science to its 
uses; that it deals with reactions which cannot be 
duplicated in a test tube, and with forces which 
cannot be measured by a string galvanometer. 
The elusiveness of the human mind and the mys- 
teries of the human body cannot be set down in 
mathematical formulae, and no matter how 
scientific our experiments would be, one un- 
known faetor is always present—that of the 
human physiology. 

A warning against the over-enthusiastie ac- 
ceptance of ultraviolet radiation is timely, and 
it must be repeated every time the patient re- 
searches of our fellows in the realm of science 
produce new and startling results. But it must 
be remembered that the human body and the 
physical laboratory are not comparable; that an 
exact science and an art which tries to employ 
science proceed along different lines, and that 
it hurts our pride as students of disease and of 
the humanities to be considered by a pure scien- 
tist as only pill peddlers and drug dispensers. 
This alone shows how little understanding may 
exist between different members of the Fifth 
Estate. 


THE BOSTON CITY HOSPITAL 


Tue Boston City Hospital, at the time of writ- 
ing, is under investigation for an unusual acci- 
dent which recently occurred on its wards. The 
accident was of that unfortunate type which 
might conceivably occur in any large hospital 
opening its doors to the poor and needy and 
caring as adequately as possible for patients in 
excess of the number for which its equipment 
and accommodations are intended. Municipal 
hospitals, it must be remembered, can do little 
picking and choosing among their clientele. 
They are not supposed to turn applicants for ad- 
mission from their doors; they are obliged to 
overcrowd, to overwork, and to spread their serv- 
ices thinly in order to care for the greatest num- 
ber possible. The City Hospital is not a private 
hospital, and cannot furnish luxuries in accom- 
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modations and service, but it has in the past— 
as it is still doing—relieved a vast amount of 
human suffering and human misery. 

Why the child of a city official, presumably 
able to pay modestly for hospitalization and 
medical care was being treated in the ward 
of the City Hospital we need not ask, but it is 
unfortunate that this was the case, for the Hos- 
pital is not yet emancipate! from the suspicion 
of being somewhat affected by methods and in- 
fluences of a political nature. The officials 
of the Hospital have not yet reached a stage of 
independence where they can conduct the in- 
stitution according to approved business meth- 
ods; they eannot at present even hire and dis- 
charee their help entirely free from the shadow 
of (itv Hall. 

The City Hospital is consequently under in- 
vestigation, and an investigation is highly proper 
under the circumstances. It is not improper 
to ask, however, if the best interests of the «ek 
of Boston would not be served if this investiga- 
tion were being conduct?’ bv a earefully selecte ' 
and imnpartial groun of nhvsicians rather thar 
by a body of laymen, ill-conversant with the 
problem of hospital administration, and no* 
absolutely free from the suspicion of being in 
fluenced by municipal polities. 

Various charges have been made against the 
Hospital, rather under the stress of emotiona’ 
strain than as a result of an impartial appraisa’ 
of the facts. These charges appear to us in the 
nature of boomeranes; thev are charges agains‘ 
a municipal government which allows its public 
hospital to become undermanned and under. 
equipped, antiquated in any of its departments 
and in any way, shape or manner under the 
domination of city polities. 

The Boston City Hospital has an able ané 
honest superintendent, an able and honest board 
of trustees, and a loyal staff. Give them the 
equipment and accommodations which the hos- 
pital demands and above all give them a free 
hand in its administration and it will take the 
place which it rightly deserves among the great 
hospitals of the county. 


HOW GENERALLY SHOULD THE DIAG- 
NOSIS OF INFLUENZA BE APPLIED TO 
THE EXISTING EPIDEMIC 
So much confusion exists in the minds of 

physicians with respect to what should and 

should not be reported as influenza that some 

practitioners will welcome information as to a 

proper designation applicable to the somewhat 

prevalent infection of the respiratory organs. 

It seems reasonable to suspect that the present 
epidemie¢ which to some is influenza and to others 
severe colds may not in all cases be the same dis- 
ease even in a mild form as that whicu swept 
over the country in 1918. 

When one doctor is reporting cases of influ- 
Stans cade ue is seeing Many 


cases of acute febrile disorder with disturbance 
of the respiratory organs there must be confusion 
in the minds of practitioners and the laity. 


The experience in 1918 lends emphasis to the 
term influenza and creates fear in the minds of 
people when that is used. 


Although epidemic colds carry potential dan- 
gers and warnings against careless exposures are 
pertinent, it may not be wise to emphasize the 
influenza designation unless it is generally ap- 
plicable. 


It may be that a scientific diagnosis of the dis- 
eases now prevalent is not always possible, but 
‘t would be helpful to have our authorities give 
some definite instructions as to what conditions 
should be reported as influenza. 


It would be interesting to have a group of ex- 
yerts study cases reported to be influenza by 
»ractitioners and publish their conclusions. One 
eading clinician in one of our large hospitals 
s reported to have said that cases of influenza 
‘ave been received in that institution. This is 
‘ompetent testimony that influenza exists here 
yut does not settle the question as to whether 
i large number of disturbances of the respira- 
-ory tract are due to real influenza. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named 
authors: 


Oscoop, Rosert B. <A.B., M.D. Harvard, 
1899. F.A.C.S. Formerly Chief of Orthopaedic 
Service, Massachusetts General Hospital; Chief 
of Orthopaedic Service Children’s Hospital. 
Tfohn B. and Buckminster Brown Professor of 
Orthopaedic Surgery, Harvard Medical School; 
President New England Surgical Society; for- 
nerly President, American Orthopaedic Asso- 
‘lation. His subject is: ‘‘Presidential Ad- 
Iress.’” Page 263. Address: 372 Marlborough 
Street, Boston. 


Winstow, C.-E. A. A.M., B.S., Doctor of 
Publie Heaith New York University, 1918. Pro- 
fessor of Public Health, Yale Medical School. 
His subject is: ‘‘The Nursing Problem.’’ Page 
267. Address: Yale University School of Medi- 
eine, New Haven, Conn. 


STONE, JAMES S. A.M., M.D. Harvard, 1894. 


F.A.C.S. Consulting Surgeon, Boston Chil- 
dren’s Hospital. His subject is: ‘‘The Eduea- 
tion and Service of the Nurse.’’ Page 271. 
Address: 264 Beacon Street, Boston. 


ParKER, Davin A.B., M.D. Harvard. 
1903. F.A.CS. Surgeon, Elliot Hospital and 
Balch Hospital, Manchester, N. H. Consulting 
Surgeon, Peterborough Hospital, Peterborough, 
N. H. His subject is: ‘‘ Postoperative Treat- 
ment.’’ Page 278. Address: 967 Elm Street, 
Manchester, N. H. 
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TowLE, Murray H. M.D. Dartmouth Medi- 
eal School, 1909. Surgeon of the Amoskeag 
Manufacturing Company, ete. His subject is: 
‘‘Industrial Surgery.’’ Page 282. Address: 
967 Elm Street, Manchester, N. H. 


Herrernan, Roy J. M.D. Tufts Medical, 
1917. F.A.C.S. Instructor of Clinieal Gyne- 
cology, Tufts Medical School. Visiting Gyne- 
ecologist and Obstetrician, Carney Hospital. 
Visiting Obstetrician, St. Maryv’s Hospital. His 
subject is: ‘‘Utero-Placental Apoplexy : A Case 
Report.’’ Page 286. Address: 524 Common- 
wealth Avenue, Boston, Mass. 


Coves, Prarcre. M.D. Harvard 
Medieal Sehoot, 1894. F.A.C.S. Surgeon to 


Out Patients, Massachusetts General Hospital. 
Instructor in Surgery, Tufts Medieal School. 
His subject is: ‘‘Karly Teaching of Medical 
History in the United States.’’ Page 287. Ad- 
dress: 12 Monmouth Court, Brookline, Mass. 


Austin, A. Everett. A.B., A.M., M.D. Har- 
vard, 1887. Assistant Professor Clinieal Medi- 
eine, Tufts College Medical School. Physician 
Emeritus, Boston Dispensary. Formerly Phy- 
sician Out-Patient Department, Massachusetts 
General Hospital; Professor of Biochemistry, 
University of Virginia and University of Texas. 
His subject is: ‘‘Progress in Gastro-Enterol- 
ogy—1928.’’ Page 288. Address: 270 Com- 
monwealth Avenue, Boston, Mass. 


THE BOSTON MEDICAL LIBRARY 


INFLUENZA 


THe season of the year when respiratory dis- 
ease is in the ascendancy always brings with 
it a train of fatalities, chiefly to elderly individ- 
uals but many times to the younger generation, 
when the pneumonias that so frequently com- 
plicate the, at first, milder types of upper air 
passage inflammation, take on a virulent form. 
What marks the difference, etiologically, be- 
tween the ‘‘cold’’, the ‘‘grippe’’ and the ‘‘in- 
fluenza’’ is often difficult to define. Perhaps Dr. 
Bigelow’s characterization was as good as any 
when he said ‘‘if the cook is the subject of the 
symptoms it is a ‘eold’; if the lady of the house 
is the victim, it is the ‘grippe’, but if the lord 
and master is afflicted it is called the ‘in- 
fluenza’’’. At any rate it is a gradation repre- 
senting possibly one of those steppings up in 
virulence that distinguish the behavior of bac- 
teria under certain conditions of environment. 
Happily these conditions do not often super- 
vene. The record of the scourges that have 
afflicted mankind throughout the world’s his- 
tory contain a number of respiratory epidemics 
of the type which are called ‘‘influenza’’ and 
which have been signaled out by a high mor- 
tality. 


Perhaps the first epidemie of this type re- 
corded is cited by Hirsch as having occurred in 
475. Europe was again overrun by a eatarrhal 
epidemic, from which many died, in 870 and 
again in 1173. Ozanam refers to epidemies in 
France in 1239 and 1311, and in Italy in 1323. 
The latter was described as having been brought 
info the country by a ‘‘pestilential wind’’. A 
very severe catarrhal malady attacked the in- 
habitants of Montpellier in 1387 and aceording 
to Velesco destroved a large part of the popula- 
tion. In this same vear Morgagni deseribes a 
similar epidemic in Rome, and so on through 
the remainder of the middle ages the literature 
recounts epidemics in 1411, 1414, 1420, 1438, 
1505 and so on. The Annals of the English 
Navy contain information about epidemics oe- 
curring amone the fleets at sea, breaking out 
at times when there had been no shore contacts 
for long periods of time. 

In America we have not often suffered from 
the ravages of this dread disease but the reeol- 
lection of the tragedies connected with the 1918- 
19 visitation are sufficiently fresh in mind to 
create a wholesome dread of a repetition of those 
experiences. There is very naturally a certain 
amount of hysteria connected with even the 
suspicion of such a recurrence. Those not easily 
frightened are inclined to depreeate the pub- 
licity given to whatever prevalence of respira- 
tory diseases of this nature there may happen 
to be reported to the Department of Health. 
Mild though the type may be, it is none the less 
deserving of recognition for even in conditions 
of normaley the rarer fatalities often start as 
a ‘‘ecommon cold’’ and if the number of ‘‘com- 
mon colds’’ is raised to the grade of an epi- 
demic it is reasonable to assume that there will 
be a greater mortality than prevails when their 
number does not exceed the annual seasonal in- 
eidence. In its sporadic and epidemic forms it 
may present quite marked differences in be- 
havior just as is often the case with other dis- 
eases, as for example Poliomyelitis, which in its 
sporadic type was unknown outside of childhood, 
had no mortality connected with it and anyone 
who was afflicted by it never wholly recovered. 
When it took on its epidemic form, however, 
there was a mortality as high as 25% in some 
localities, adults were frequent victims and many 
cases cleared without leaving a vestige of the 
paralysis that seemed complete at first. The lit- 
erature in the Index Medicus and other com- 
pilations of medical literature is so voluminous 
and touches upon so many complications grow- 
ing out of epidemic influenza that it would be 
wholly impracticable to exhibit the material 
which the Library possesses. An attempt has 
been made to cull out some of the representa- 
tive literature dealing especially with epidemiol- 
ogy, pathology and elinical course as studied 
by observers in various localities where epidemics 
have taken place. During the fortnight begin- 
ning February 11th this material will be put 
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out in Holmes Hall accompanied by a list of 
authors, subjects, dates and titles of the same, 
in order to facilitate reference to these volumes 
by any who are interested to review the sub- 
ject. Coupled with the literature on the ‘‘com- 
mon cold’’, which has just preceded it, a good 
opportunity is afforded to familiarize oneself 
with conditions in the upper air passages which 
are responsible for much of the winter practice 
of the general practitioner. 


UNITED CAMPAIGN 


Mempers oF Massacuusetts Mepicau Society 
WILL REcEIVE INCREASED BENEFITS 


THe activities of the Medical Society may be 
classified briefly in three groups: the advance- 
ment of medical science, increasing fraternal 
spirit by means of social contact, performance 
of executive functions. 

The Massachusetts Medical Society needs no 
encomium upon its performance of the first two 
of these. They are excellently done. It must 
be admitted that in the third it does not qualify 
as adequate. 

This is emphatically no eriticism of present 
or past officers. Eight years ago the office of the 
Society was where the president happened to be 
and its affairs were conducted when he could 
conveniently spare the time and when oppor- 
tunity offered. The secretaries of the various 
committees got the Society’s business done by 
their own office assistants when they could find 
time from their routine duties. These methods 
had been followed by previous officers for the 
simple reason that the Society was unable to 
provide better facilities, and their official duties 
were transacted properly. 

Necessarily, however, the accomplishments of 
the Society under such conditions were limited. 
Apparently those who were opposed to the 
measures and standards which the Society 
sought to maintain seized that period as the 
psychological moment for the introduction of 
adverse legislation. A survey of the situation 
revealed the fact that while the Society was al- 
most entirely unprepared, the opponents were 
well supplied with funds, well equipped offices, 
attorneys, publicists and even lobbyists. It is 
obvious that unless the Society could provide ef- 
fective organization it was doomed to defeat. 

The president of six years ago profited by the 
advice and counsel of his predecessor and estab- 
lished an office adjoining the editorial rooms of 
the Boston Medical and Surgical Journal. It 
was small and inconspicuous but the result was 
most gratifying. The president of four years 
ago enlarged and improved the equipment and 
personnel to cope with increasing requirements. 

The present president has continued the de- 
velopment along similar lines. It became plain 
to him and his associates that the time had come 
for a marked advance. The plans that have 
been formulated and are now in process of 


realization were shaped after consideration of all 
functions which the executives of the Society 
should perform in the interests of the profession 
and of the public health. 

The offices should be easily accessible to all 
members visiting Boston, and in the neighbor- 
hood where medical interests and activities are 
more and more being concentrated. They should 
be of a character suitable to the dignity and im- 
portance of the Society. With the New Enc- 
LAND JOURNAL OF MEDICINE now published by 
the Society as its official organ, the executive 
and editorial offices should be together. They 
should be adequate not only to present staff 
needs but should offer opportunity for easy and 
economical expansion. All these requirements 
are met by the plan to locate in the building of 
the Boston Medical Library. 

The staff should be sufficient to respond 
promptly to requests for information or for aid 
by members of the Society. It should have 
means to act efficiently and promptly in matters 
of common concern. Every member of the So- 
ciety has in the field of his own practice prob- 
lems to be solved, difficulties to overcome, which 
while specifically his own are of types common 
to the whole profession. They are frequently 
too great to be met by individual action. Only 
effective organization of the entire profession of 
the State is adequate. 

The present plans provide increase of re- 
sources. Several thousand dollars annually now 
drawn from dues of members to pay rent will 
be released for other activities. The raising of 
the sum now sought will more than take care of 
rental expense and, without further demand 
upon the members, will greatly increase the re- 
sourees for activities. 

By modern standards of efficiency, the 4500 
stockholders of the Medical Society are not re- 
ceiving the service dividends to which they are 
entitled. Without entering into details, which 
can be supplied to any inquirer, the officers feel 
keenly that the advance now being made cannot 
fail to result in making membership in the So- 
ciety far more valuable than it has ever been. It 
is asking members to put into the hands of their 
officers the means of promoting their interests 
in a really effective manner. 

The campaign is progressing slowly but stead- 
ily. Laymen as well as physicians are respond- 
ing generously. Again and again, however, 
solicitation outside the profession is met by the 
question, ‘‘Are the doctors in general support- 
ing this enterprise?’’ It is clear that the bene- 
fits of the campaign will accrue not only to the 
profession but to the public at large. But the 
response of laymen will be seriously influenced 
by the percentage of physicians contributing. 
Huxley once said that the greatest crime ever 
committed was the murder of a beautiful theory 
by an ugly little fact. We must not have this 
great gain defeated by even apparent indiffer- 
ence on the part of members. 
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In one district society outside Boston, the com- 
mittee has decided to secure 100% participation 
by members before asking any laymen to sub- 
scribe. In this district, by the way, a large 
percentage of members contributed to the 
earlier campaign of the Medical Society which 
Was suspended in order to unite with the Medi- 
eal Library in a more comprehensive effort. 
These previous contributors are being asked to 
add to their contributions in view of the expan- 
sion of the plan. 


The method of personal solicitation, rather 
than solicitation by mail, is being closely ad- 
hered to. It is slow but has been proved far 
more effective. Within a brief time every mem- 
ber of the Society will be direetly offered an op- 
portunity to contribute. In the words of the 
Pullman porter replying to the old lady who 
asked him what amount he expected as a tip, 
‘“May your conscience be your guide and the 
sky the limit.”’ 


THE DOCTOR’S SADDLE BAG 


HEROES AND HERO WORSHIP 


WE all have a degree of familiarity with those 
pocket editions of the great or near great who, by 
constant association and unconscious mimicry 
have taken on many of the attributes of their 
heroes. They walk like them, they talk like them, 
they adopt for their own certain characteristics 
and peculiarities of manner; they come even to 
resemble them in face; they aequire their habits 
of thought. Often they are assistants to the 
great men, often they are merely admirers, but 
so strong is the bond of admiration and so power- 
ful the desire for imitation that their physical 
and intellectual resemblances have sprung into 
being. We laugh at our hero worshippers, but 
it is in kindly jest for they are exhibiting not 
weakness but strength of character. Our heroes 
were in their own day hero worshippers and so 
the load-stone is passed from hand to hand. 
When we find those who are worthy of being 
imitated and become like them we are the descen- 
dants of a long and noble line. 

The world of mankind, remember, and the 
works of men are built upon imitation—upon 
imitation and improvement. When we dare new 
thoughts, when we create new designs we are 
imitating, to our souls’ satisfaction, those heroes 
who wrested the lightning from the clouds and 
put the waters to work for them. Imitate we 
must, and if we are to breast successfully the 
waves of life we must set ourselves to the wor- 
ship of heroes; there are likewise plenty to imi- 
tate if we let ourselves go, without a struggle, 
down with the undertow. 

Do you recall the chapter on Hero-Worship in 
Carlyle’s Past and Present? ‘‘For though fierce 
travails, though wide seas and roaring gulfs lie, 


before us, is it not something if a Loadstar, in 
the eternal sky, do once more disclose itself; an 
everlasting light, shining through all cloud-tem- 
pests and roaring billows, even as we emerge 
from the trough of the sea: the blessed beacon, 
far off on the edge of the far horizon, towards 
which we are to steer incessantly for life? Is it 
not something; O Heavens, is it not all? There 
lies the Heroie Promised Land; under that Hea- 
ven’s light, my brethren, bloom the Happy 
Isles,—there, O there! Thither will we. 


‘There dwells the great Achilles whom we 
knew.’ There dwell all Heroes, and will dwell: 
thither all ye heroic-minded!’’ 


If we accept that ’tis virtue to imitate virtue, 
then let us borrow a little more, this time from a 
philosopher who was a contemporary and a 
friend of Carlyle’s, and perhaps the greatest of 
them all—Emerson, the transcendentalist. He 
himself in bringing to a close the closing chap- 
ter—that on Illusions—in The Conduct of Life, 
borrowed from the Persians :— 


‘*Rooled thou must be, though wisest of the wise: 
Then be the fool of virtue, not of vice.”’ 


‘ 


‘*There is no chance’’, he continues, ‘‘and no 
anarehy in the universe. All is system and gra- 
dation. Every god is there sitting in his sphere. 
The voung mortal enters the hall of the firma- 
ment: there is he alone with them alone, they 
pouring on him benedictions and gifts, and 
beckoning them up to their thrones. On the in- 
stant, and ineessantly, fall snow-storms of illu- 
sions. He fancies himself in a vast crowd which 
sways this way and that, and whose movement 
and doings he must obey; he fancies himself 
poor, orphaned, insignificant. The mad crowd 
drives hither and thither, now furiously com- 
manding this thing to be done, now that. What 
is he that he should resist their will, and think 
or act for himself? Every moment new changes, 
and new showers of deceptions, to baffle and dis- 
tract him. And when, by-and-by, for an instant, 
the air clears, and the cloud lifts a little, there 
are the gods still sitting around him on their 
thrones,—they alone with him alone.’’ 


These are our heroes on their thrones. They 
change, they pass with each generation but they 
are immutable, they are the spirit of mankind’s 
progress and through the worship of them and 
the inspiration from them greatness descends 
upon the succeeding generations. 


We all have our heroes, and we who are prac- 
tising the art of medicine have not far to look for 
our own. Some are in the flesh and the shadows 
of others are pressing close about us. We cannot 
but look up to them and follow them ; indeed they 
would hardly let us do else. 

There is surely a virtue and a fulness of life 
in hero worship and those of us who had the late 
Jackson professor for one of our heroes, if not 
the chief one, may rejoice that we had him with 
us so long in the flesh. 
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ADDRESS BEFORE JOINT COMMITTEE 
ON PUBLIC HEALTH, ON VACCINA- 
TION OF SCHOOL CHILDREN 

BY SAMUEL B. WOODWARD 
192 


Mr. Chairman and Members of the Joint Com- 
mittee on Public Health: 


ERE this 1790 instead of 1929 there would 

be in this room before me and behind me 
scarcely one face unpitted with smallpox. Be- 
fore 1796, when vaccination against it was be- 
gun by the Gloucestershire physician, smallpox 
was a children’s disease and practically every- 
body had it before the age of ten. It was re- 
sponsible for 25% of all recorded deaths and 
an unmarred face was so unusual that the Due 
de St. Simon in his memoirs gave as one of the 
distinguished traits of a lady of the Court of 
Louis the XI Vth that not one pock-mark marred 
the beauty of her face. 


In 1888 Henry M. Stanley went from Zanzi- 
bar by sea to the mouth of the Congo and thence 
across Africa to rescue Emin Pasha, Governor 
of Equatoria. Vividly remembering previous 
experiences in the dark continent he caused all 
the Zanzibaris and Somalis of his expedition to 
be vaccinated. Far up the Congo one thousand 
miles from the sea he engaged several hundred 
Madi earriers. These natives were infected 
with smallpox which rapidly spread and men 
died like flies. The Zanzibaris and Somalis died 
of starvation, of wounds by poisoned arrows, 
fell exhausted and were drowned, fell down 
precipices, died of malaria and of African fever 
but, eating from the same cooking pots, sleep- 
ing in close contact with those affected with 
smallpox, jostling against them on the march 
with, savs Stanley, admirable unconcern, there 
were among the men from Zanzibar but two 
cases and one of these a certain Tami, an Afri- 
ean anti-vaecinationist, had positively declined 
to submit to vaccination. The epidemic ceased 
only for want of food to feed on. ‘‘No more de- 
cided proof of the benefits resulting to human- 
ity by Jenner’s discovery could be obtained 
than were furnished by our expedition’’, said 
its leader. Page 325, Volume II, ‘‘Through the 
Dark Continent’’, Charles Seribner, Publisher, 
1890. 

In 1898 United States forces went into Cuba, 
Porto Rico and the Philippines. All of these 
islands positively reeked and had for years on 
end reeked with smallpox. In Manila the an- 
nual number of deaths from the disease was 
more than six thousand. One-quarter of all the 
children born died of smallpox. In my youth 
no one thought of going to Havana without pre- 
vious vaccination. In Porto Rico smallpox was 
endemic. General vaccination by army surgeons 


condition of affairs. The War Veterans, who re- 
cently went to Havana, took no special precau- 
tions and suffered no harm. Porto Rico has less 
smallpox than has Massachusetts and in the 
Philippines, after mass vaccination, several 
years passed without a case being reported. To 
reduce, as was done in Luzon, the annual 
deaths due to one disease from forty thousand 
to nothing is no small achievement whatever 
the means employed, but when accomplished by 
the simple use of the vaccinator’s needle, it 
seems almost preposterous to think that those 
in authority could, after this object lesson, ever 
have allowed the practice to fall into disuse. 
This, however, they did under a change of ad- 
ministration and when General Wood succeed- 
ed Mr. Harrison as Governor General smallpox 
was as prevalent as in the old days of Spanish 
control. In 1913 there were 903 deaths from 
the disease, in 1917 436, but in 1918, when Wood 
took charge, there were 47,369 cases and 16,567 
deaths and the next year 65,180 cases and 49,971 
deaths. Dr. Leonard Wood, an educated physi- 
cian, graduate of the Harvard Medical School 
and a former interne of the Boston City Hos- 
pital, at once took vigorous measures. Univer- 
sal vaccination was enforced. There were but 
15,857 eases in 1920, 1,858 in 1921, 128 in 1922, 
69 cases and 3 deaths in 1923, 17 cases and no 
deaths in 1924 and during the three years, 
1921-1924, Manila again saw no ease of small- 
pox. The Philippines since that time have had 
fewer, much fewer, cases than has the State of 
California. Porto Rico knows its smallpox and 
has no desire to again become the pest-hole that 
it once was. No such rigid vaccination laws 
exist anywhere in the continental United States. 
Every child must be vaccinated before it is a 
year old; every child whether successfully vae- 
cinated or not must be vaccinated at the age 
of seven. If unsuccessful, vaccination must be 
repeated in a month. If still not successful, 
the child must be vaccinated between its ninth 
and tenth year, and it is further provided that 
those persons not twenty years of age, who have 
been unsuccessfully vaccinated, shall be again 
vaccinated eight years after the last vaccina- 
tion and if unsuccessful, once more at the end 
of a month. All teachers, employees and eare- 
takers of public and private schools, all em- 
ployees of railroads, tramways and public ve- 
hicles, all proprietors and clerks of hotels and 
restaurants, all managers and operatives in 
workshops and factories must produce certifi- 
cates according to their ages guaranteeing that 
they have been vaccinated or revaccinated as 
the case may be, and no child can attend any 
school, public or private, without showing his or 
her certificate. 

For twelve years I have appeared before this 
Committee urging that the Massachusetts law 
which simply imposes vaccination upon public 
school children be extended to cover those in the 
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parochial and private schools as well, thus far 
without success. 

But while the United States reports more 
smallpox than any other country in the world, 
bar Russia, India and China, while Chicago has 
in one year more smallpox than New York, Paris 
London, Vienna, and Berlin or than all of them 
put together, Turkey once the sick-man of Eu- 
rope, reactionary to the last degree, Turkey out 
of which came to this country Turks, Greeks, 
Armenians, Kurds and others, almost to a man 
pitted with smallpox, Turkey is busily vacci- 
nating itself by compulsory laws and smallpox 
is disappearing, as it disappears in every land 
where vaccination is enforced. Today there is 
practically no smallpox among the urban popu- 
lation in Turkey. All children are vaccinated 
before the end of the first year of life and again 
before entering school. The male population is 
again vaccinated on entrance into military serv- 
ice, must present a certificate of vaccination be- 
fore ecasting*the vote and on entering the civil 
service. Travelling permits for natives are only 
issued on documentary evidence of vaccination. 
Smallpox is one of four diseases to be immedi- 
ately on detection reported by telegraph, where- 
upon rigid isolation, vaccination and strict quar- 
antine are enforced. Two government labora- 
tories distribute from two to three million vac- 
cine tubes yearly. Vaccinators make the rounds 
even in the most isolated villages. Since 1922 
13,433,747 persons have been vaccinated and 
since January of last year there have been but 
42 cases of smallpox with 8 deaths. Think what 
this means in a country like Turkey. 

Cross the Rio Grande and see what backward, 
war-ridden Mexico is doing. Since July 1, 1926, 
residents in the country and all persons entering 
it must be vaccinated, while those having a per- 
manent residence must be vaccinated every 5 
years. Children must be vaccinated before they 
are 4 months old. 


The province of Quebee long the source of 
smallpox for New England and the Northern 
States has now less smallpox per capita than 
Vermont, her next door neighbor. Mexico, if 
her law is enforced, will soon have none. To 
the North and to the South of us our neighbors 
have cleaned house. 

I included New York a few moments ago in 
a list of cities whose combined smallpox inci- 
dence was less than that of Chicago. New York 
is unique among large cities, with shifting pop- 
ulation, water communication with the whole 
world and a daily, constant entry and out-go 
of thousands and tens of thousands of persons. 
No unvaccinated child can enter a New York 
publie or private school, no teacher can teach, 
no schoolhouse janitor or scrubwoman be em- 
ployed, who cannot show a certificate of success- 
ful vaccination, and New York has had no death 
from smallpox since 1912 and since the epidemic 
of 1901-1902, twenty-six years, but 687 cases 
have been reported within the metropolitan dis- 


trict, which includes Manhattan, Brooklyn, the 
Bronx, Richmond and Queens. 

The employees in the Willard Parker small- 
pox hospitals constantly in contact with the 
disease are as a precaution vaccinated twice 
yearly and not one of them has ever acquired 
smallpox. 


All eities of the State of New York with 
590,000 or more inhabitants live under the same 
law as does its largest city and in these same 
cities, with their 7,000,000 of people surrounded 
by towns unprotected by the law there were re- 
ported in eleven years 668 cases of smallpox, in 
contrast to the 4,469 cases distributed among 
less than half that number of people, (3,000,000 
to give the figures), who lived in these same 
other towns without a compulsory school vaec- 
cination law. 


We liberalize our school vaccination laws in 
this State by exempting those who bring a phy- 
Sician’s certificate that vaccination is at the time 
inopportune. We do not protect the pre-school 
child and, we do not protect by any law the 
child whose education is obtained outside of the 
public schools. And it is not that an extension 
of the present law to cover these children is op- 
posed by those who would be particularly af- 
fected by it—the trustees of the private schools 
and the parochial authorities. Far from it. 
Not once has a teacher, a trustee or anyone con- 
nected with a private school come to any hear- 
ing on the subject, since I have interested my- 
self in the matter, to offer an argument of any 
kind against the proposition made as in House 
Bill No. 202 of this year. Au contraire, head- 
masters in academies, principals of practically 
every private school in the State, the presidents 
of every college but one, the Roman Catholic 
Bishops of Springfield and Fall River, and the 
Cardinal Archbishop of Boston have given me 
their support either by their presence here or 
by letters written to me or to this committee. 
I have come here with the support of the Di- 
rectors of the Chambers of Commerce of Boston, 
Woreester, Springfield, Pittsfield, Lowell, Law- 
rence, New Bedford and other places. I have 
read to you their letters. 

Twice the House of Representatives has 
passed the bill, the last time with a majority 
so great that no roll-call was obtainable. That 
this modification of our too feeble laws may 
commend itself to this Committee, that you may 
favorably report it and that both houses may 
this year pass it and bring under one and the 
same law all classes of children, is of course 
what I most sincerely hope for. But whether 
you again give Mr. Washburn and myself leave 
to withdraw or not, some day, somewhere, some- 
how, the legislature will, I feel sure, see the 
light and enroll Massachusetts with Rhode Is- 
land and the cities of the State of New York in 
the forefront of the fight to absolutely elimi- 
nate smallpox from the list of diseases re- 
ported to our State Board of Health as by uni- 
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versal vaccination it can be, here, as it has been 
in other places and in other countries, made tem- 
porarily at least non-existent. Malaria, yellow- 
fever, hookworm disease, yes typhoid and ty- 
phus are going or have gone and smallpox ean 
be much more easily destroyed never to return 
to plague humanity. 

It is true that we have comparatively little 
smallpox in Massachusetts, have had little for 
a number of years, but with our inefficient laws 
were it not for the continual vigilance and light- 
ning-like action of our health authorities when 
a case once appears, we should have an epidemic¢ 
almost every year. 

No one who knows anything about the sub- 
ject can imagine Dr. Bigelow at the State House 
or Dr. Mahoney in the City Hall calmly saying 
that there was no need for worry, that there 
were but thirty cases in Boston and no epidemic. 
Yet that is exactly what the health officer of 
Los Angeles said a year or so ago and in six 
months he had 2,000 cases to deal with. Cal- 
ifornia seems not to care. We do. 


In 1925 California had 4,921 cases, in 1924, 
9,445, and while Ohio in the eleven years, 1913- 
1923 had 51,913 eases Porto Rico had 137 and 
we in Massachusetts 457, most of thein in one 
year. Five hundred and seventy-nine thousand 
six hundred and eighteen cases of smallpox were 
reported to health authorities in the United 
States between the years 1913 and 1923 and 
how many more cases occurred unreported no 
man knoweth. Lest any think that California 
and Ohio have been particularly unfortunate, 
[ will ask you to read the letters from W. J. V. 
Deacon, Director of the Bureau of Records and 
Statistics of the State of Michigan, which in 
three years (1925-1927) accumulated 2,801 
smallpox cases, from Isaae D. Rawlings, Direc- 
tor of Public Health of the State of Illinois with 
3,833 reported during the same interval and 
from C. P. Robbins, Chief Division Communieca- 
ble Diseases of Ohio, with his 8,709 reported 
cases and his frank comment that there were 
many more that were not reported at all. Ohio 
has more smallpox than any other state in the 
Union, but Illinois and Indiana are not far 
behind it. 

As the Massachusetts Legislature has refused 
to protect by law the private schools from them- 
selves, the universities to which their graduates 
may go are beginning, with the women’s col- 
leges in the lead, one by one in self defense to 
make their own restrictive laws. Smith in 
Northampton requires for matriculation the 
presentation of a certificate of successful vac- 
cination within five years or three consecutive 
unsuccessful attempts within the year preced- 
ing application, this certificate to be signed by 
someone authorized to append the initials M.D. 
to his or her name. Mt. Holyoke has a similar 


rule, which has been enforced for at least twen- 
ty-five years. Wellesley requires proof of vacci- 
nation with perhaps a regulation not quite so 


rigid and now since early in 1927 Harvard has 
made successful vaccination a requisite for ad- 
mission to all branches of the University, under- 
graduate and graduate schools alike. No un- 
vaccinated students can now be admitted to Har- 
vard University. 

To vaccinate all children during the first years 
of life is the logical thing to ask for, but for 
this we do not at this time petition, but we do 
ask for legislation which will materially 
strengthen the all too feeble barriers the State 
has erected against the ever-present menace of 
one of the most disfiguring and most fatal dis- 
eases that has ever scourged the human race. 


I suppose that no one will claim that the 
private school child is any less liable to take 
and to spread disease than is the one attending 
the publie school. I should suppose that nobody 
would at this day deny the fact that were there 
no vaccination smallpox would again, as it was 
before that procedure was used, become a chil- 
dren’s disease, practically all adults being either 
immune by nature or having already suffered 
from it. 

Across the Connecticut line in early 1928 
there were 130 cases of smallpox. One hun- 
dred and sixteen of these persons had never 
been vaccinated, 4 had been vaccinated at some 
time in their lives, one was questionable, and the 
history of 9 was not filed. 


7 eases were in children under four 
14 in those between 5 and 9 
21 in those between 10 and 14 
20 in those between 15 and 19 


39 of the 130 were over 24 vears of age and but 
8 were over 40. 

In the Philippine recrudescence, due to neg- 
lect of vaecination, 75% of those killed, num- 
bering in all some 66,538, were children born 
after the previous thorough vaccination of every 
man, woman, and child in the islands. Vae- 
cinate all children early enough in life and 
smallpox will disappear from the face of the 
earth. 

We ask that there be no privileged class in 
the community, if it be a privilege to be exposed 
to the danger of the acquisition of smallpox, 
that all be treated alike, that there be no one 
law for the rich and another for the poor. Con- 
vineed as we are that the present law which 
exempts the private school child is unjust, that 
there is no reason whatever for the present dis- 
tinction made, when such an extension of our 
present law is decreed, we are ready to defend 
it, even as we defend what we now have from 
all assaults made upon its by no means very 
stringent provisions. 

Dr. Max Starkioff, Health Commissioner of 
St. Louis recently publicly said that since he 
took office 33 years ago no pupil in a public 
school had been a victim of smallpox. In the 
same period of time St. Louis had spent $90,000 
for the care of parochial school children hos- 
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pitalized by the city, because of smallpox. Pub- 
lie school children are vaccinated under regula- 
tions of the Board of Health; parochial school 
children are, as with us, not included. 


HOUSE BILL 730 


House Bill 330, sponsored by the Board of Reg- 
istration in Medicine would provide for the licensing 
of hospitals, clinics, dispensaries, convalescent 
homes and nursing homes, by the Department of 
Public Health. 

The department is given the power to define the 
institutions named above. Each year a license shall 
be obtained, subject to such rules and regulations 
as the Department may make. The Department is 
given the right to survey the institutions and to ex- 
amine their records and equipment, and to inter- 
view patients, personnel, staff and directors. If 
necessary, hearings are authorized with the power to 
summon witnesses and administer oaths in order to 
obtain information. Appeal to the supreme judicial 
court is granted from decisions of the Department, 
but unless over-ruled no stay of proceedings is to be 
granted. Forty thousand dollars is the proposed 
expenditure for the enforcement of the bill if en- 
acted. 

The bill as drafted was opposed by the Massachu- 
setts branch of the New England Hospital Associa- 
tion. The general principles of the bill were favored 
by the Board of Registration in Medicine and by 
the Commissioner of Public Health. It was pointed 
out that in some institutions there was evasion of 
the laws governing the practice of medicine by those 
not registered, that in some there was evasion of 
the laws governing the use of alcohol and that in 
some even more objectionable practices were carried 
on under cover of the name hospital. 

It developed during the hearing that most of the 
opposition to the bill would be withdrawn were duly 
incorporated charitable institutions excepted from 
the provisions of the act. 

While it may be an inconvenience and annoyance 
to those conducting reputable small hospitals to be 
compelled to take out an annual license the ad- 
vantages would seem to more than offset the dis- 
advantages. The existing requirement in regard to 
the licensing of lying-in hospitals is carried out 
without difficulty. It was introduced to safeguard 
the public. With the great development of hospitals 
treating surgical cases the time has come when by 
some authoritative means the public is entitled to 
know the characier of the institution they may 
patronize. Official indorsement has a definite value. 
Those unworthy of endorsement should be com- 
pelled to maintain reasonable standards as a matter 
of public safety. 


ANNUAL REGISTRATION OF PHYSICIANS 


A month ago the JouRNAL commented on the pro- 
posal for the Annual Registration of Physicians. 
The Board of Registration in Medicine introduced a 
bill in the Legislature to provide for this. The 
proposal met with such strong opposition among 
physicians that the Board did not press the bill. It 
has been reported adversely by the Committee on 
Public Health. 

The proposal can be considered on its merits in a 
leisurely manner. The proponents of the plan con- 


tend that in those states in which annual registra- 
tion is required the physicians are pleased. 


The 


publication and distribution of the list of registered 
physicians enables the public to learn in an authori- 
tative way the names of those who are duly licensed. 
It is said that as a result of this in New York State 
hundreds of unlicensed practitioners have been ex- 
posed and driven away. Some maintain that Massa- 
chusetts has become the haven of refuge for many 
of them. 

Physicians opposed to the plan do not like the 
annoyance of one more set of papers to be filled out 
each year. Objection has been raised to rather 
drastic penalties for failure to register promptly. 
The proposed fee is not looked upon with favor. 

The JourNAL earnestly hopes that the Board of 
Registration and others believing in this proposed 
law will present in these columns a statement of the 
reasons for their advocacy of the bill that the various 
District Societies and the Council may consider the 
matter carefully and if possible come to some gen- 
eral agreement before next year as to the best plan. 


MISCELLANY 


A COMMITTEE PLEDGED TO SUPPORT GOV- 
ERNOR ALLEN IN HIS SOCIAL WELFARE 
PROGRAM 


On Saturday, January 26, 1929, prominent citizens 
of the Commonwealth of Massachusetts met at the 
State House and formed a committee for the purpose 
of aiding in carrying out the several welfare recom- 
mendations of Governor Allen. 

Mr. A. C. Ratshesky was elected as chairman and 
Ellerton J. Brehaut secretary of the organization. 

Addresses were delivered by Mrs. Nathaniel 
Thayer, Dr. S. B. Woodward, Dr. L. Vernon Briggs, 
Judge F. P. Cabot, Dr. Alexander Begg and Mr. 
Joseph Lee. The chairman was authorized to ap- 
point an executive committee. 

Those who have already enrolled as members of 
the committee include the following: 

Mrs. Roland M. Baker, Prof. Alexander S. Begg, 
Dr. L. Vernon Briggs, Dr. George H. Bigelow, Fred- 
erick P. Cabot, Dr. Richard C. Cabot, B. Preston 
Clark, George W. Coleman, Richard K. Conant, 
Gratton D. Cushing, Charles M. Davenport, Dr. Hil- 
bert F. Day, Carl Dreyfus, David A. Ellis, George H. 
Ellis, W. Cameron Forbes, Courtenay Guild, Mrs. 
Robert F. Herrick, Dr. Maurice B. Hexter, Mrs. Ro- 
land G. Hopkins, Charles Jackson, Arthur S. John- 
son, Henry P. Kendall, Rev. William Lawrence, Jo- 
seph Lee, Dr. Arthur T. Legg, Augustus P. Loring, 
John R. Macomber, James P. Monroe, Mrs. Everett 


Morss, James J. Phelan, Elwyn G. Preston, Mrs. 
William Lowell Putnam, Arthur G. Rotch, Mrs. 
Endicott Saltonstall, Mrs. James M. Swift, Mrs. 
Nathaniel Thayer, Mrs. William Tilton, Mrs. Bar- 


rett Wendell, Dr. C. F. Wilinsky, Dr. Samuel B. 

Woodward and Mrs. John H. Sherburne. 
The program to which this Committee has dedi- 

cated itself is outlined below: 

A survey of crippled children. 

A revision of the child welfare laws. 

A new hospital unit for the aged chronic sick. 

A new children’s building at the hospital for non- 
pulmonary tuberculosis at Lakeville. 

An addition to the state cancer hospital. 

Continuance of the development of the new Metro- 
politan Hospital for the mentally sick. 

Continuance of the construction of the new State 
Prison. 
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Legislation for the further protection of the milk 
supply. 

The encouragement of the creation of health dis- 
tricts by several towns. 

Additional facilities for the care of the feeble- 
minded at the three state schools. 

Legislation to provide for a thorough mental ex- 
amination of delinquents before disposition rather 
than after imprisonment. 

Half time industrial education or full time schooling 
to fifteen years. 

More thorough examination of operators of auto- 
mobiles so as to preclude the possibility of men- 


tally and physically incompetent persons obtaining | 


licenses. 

Permanent exclusion from obtaining a license of any 
driver involved in a fatal accident while he was 
under the influence of liquor. 

Legislation to provide that no injunctive relief shall 
be given in labor disputes unless both parties have 
had an opportunity to be heard. 

To follow the plans of President-elect Hoover for 
stabilizing employment and to make recommenda- 
tions from time to time for Massachusetts. 


DR. RAY LYMAN WILBUR SELECTED AS A MEM- 
BER OF PRESIDENT-ELECT HOOVER’S CABI- 
NET 


It will be gratifying to the medical profession 
throughout the country to know that Dr. Ray Lyman 
Wilbur, President of Stanford University, has re- 
ceived the offer of the position of Secretary of the 
Interior in Herbert Hoover’s Cabinet and has ac- 
cepted. 

This indicates that the study and practice of medi- 
cine may contribute to the usefulness of a physician 
in important positions in public life. 

Dr. Wilbur evidently was selected both because 
of Mr. Hoover’s cordial friendship for him as well 
as because of his outstanding ability. He has be- 
come one of the notable representatives of the medical 
profession throughout the world and we are confident 
that Mr. Hoover will find in Dr. Wilbur an adviser 
of great capacity and judgment who will bring to the 
administration strength and influence. 


CORRESPONDENCE 


WARNING TO PERSONS WHO MAY BE 
SOLICITED FOR JOURNAL SUBSCRIPTIONS 


January 23, 1929. 
Massachusetts Medical Society, 
Room 406, 126 Massachusetts Ave., 
Boston, Mass. 


Gentlemen: 


We are in receipt of your letter of the 19th and 
note your statement that a certain Edward Kane is 
trying to solicit subscriptions and to collect dues 
from members of your society, using our bonded 
receipts for the purpose, which give the address 
of 105 Hudson Avenue, Albany, N. Y. 

We do not have an authorized representative by 
the name of Edward Kane, and our Albany office 
has been closed for several months. We are at a 


loss to know how he may have obtained any of 
our supplies, and shall be pleased to co-6perate with 
you in apprehending this fellow since he is using 


our firm name without authority in his dishonest 
dealings. 

We are referring the matter to National Publish- 
ers Association, 15 West 37th Street, New York City, 
who will be glad to do what they can to put a stop 
to this work. 

Please accept our sincere thanks for calling the 
matter to our attention. This is the first we have 
heard of the matter. 

Yours very truly, 
A. K. SMITH, 
International Sales Company, Inc. 


SUGGESTION WITH RESPECT TO MALPRACTICE 
SUITS 


January 28, 1929. 
NEW ENGLAND JOURNAL OF MEDICINE, 
126 Massachusetts Avenue, 
Boston, Mass. 
Mr. Editor: 

The astonishing fact of so many malpractice cases 
entering the Massachusetts courts, as stated in your 
recent editorial, requires careful attention by every 
practitioner, for while the surgeon and _ specialist 
seem to be the goats at present in a good many 
cases, there is no doubt that the general medical 
man will in time be the victim in this epidemic. 

Many physicians know of people who are ready to 
blame the doctor for some unpleasant outcome of a 
case. “The pill was given too soon, or too late, in 
small or too large a dose, or should not have been 
given at all.” 

Given this type of a patient, plus a “friendly” doc- 
tor encouraging trouble, a shyster lawyer, and—there 
is a beautiful chance of getting easy money in a 
malpractice suit. It is a known fact that the num- 
ber of malpractice suits are rapidly increasing and 
that the cases will increase from one in four days 
to four in one day. 

It behooves us therefore to take the matter into 
serious consideration. The question of how to stop 
malpractice suits should be discussed at medical 
meetings and proper methods adopted. 

At present every malpractice suit is fought single- 
handed by the defendant and his insurance company. 
The medical fraternity stands aside and usually is 
ignorant about the details of the case. I believe 
that if a different attitude were taken, the result 
would not be so pitiful as it is. 

In the first place, a thorough investigation will 
reveal that in a great majority of cases (if not 
in all of them) there is some physician, usually 
of a very low or questionable type, in back of the 
malpractice suit. He is the fellow who is helping 
to instigate the suit, encouraging the patient as well 
as the lawyer, in giving malignant advice. _ 

If the Massachusetts Medical Society or the Board 
of Registration in Medicine or both, should investi- 
gate every case, the trouble-maker could easily be 
located and proper admonition given. His name 
should be published in the medical journal so that 
other physicians should know him for future refer- 
ence. After action with respect to a few examples 
of this type a doctor would think long, before giv- 
ing advice which might lead to a malpractice suit. 

Secondly, the medical profession is entitled to 
know for its own protection, if for no other reason, 
the name of the person who is looking for easy 
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money. Let us have the names of those who are 
bringing malpractice suits against physicians, pub- 
lished in the medical journals so that every phy- 
sician should know how to behave when he is called 
to treat these patients. 


Thirdly, attention should be given to the shyster 
lawyer, who is ready to blackmail at any time, as 
long as there is a possible gain for him. Let us 
know his name, so that we may treat him properly 
when we meet him in our daily contacts. 

If the malpractice defense committee of the Massa- 
chusetts Medical Society would investigate every 
malpractice case, the physicians, the patients, and 
the lawyers who are combining to bring suits against 
physicians for malpractice, would find very shortly 
that the medical profession is united to fight every 
onslaught on reputable doctors the business of bring- 
ing suits te get easy money will soon cease. 

Yours very truly, 


SAMUEL G. PAvio, M.D. 


AN ESTIMATE OF THE PERCENTAGE OF 
IRREGULAR PRACTITIONERS OF MEDICINE 


Tne NEW ENGLAND JOURNAL OF MEDICINE, 
Boston, Mass. 
My Dear Editor: 

In the Jan. 24, 1929, JouRNAL you have an editorial 
on “A Grave Charge.” 

Dr. Harold Rypins has made the rate very high. 
One person in five persons practicing medicine is 
a “quack,” should read one out of two in some lo- 
calities. 

In Turners Falls, Mass., there are four physicians 
who have been granted a right to practice medicine 
in Massachusetts. 

While they are trying to keep out of the hands 
of the “Law,” four industrial workers, not legally 
qualified physicians, are, I believe, practicing med- 
icine. 

Yours truly, 
R. A. McGiLuicuppy, M.D. 

January 27, 1929. 


OFFICERS AND MEMBERS OF STATE SOCIE- 
TIES ARE URGED TO ATTEND THE CON- 
GRESS ON MEDICAL EDUCATION, LICENSURE, 
HOSPITALS AND PUBLIC HEALTH 


The Federation of State Medical Boards of the 
United States 


Office Of The Secretary-Treasurer 


Dr. Walter P. Bowers, Editor 
NEW ENGLAND JOURNAL OF MEDICINE. 
Dear Doctor :— 

The next session of the “Congress of Medical Edu- 
cation, Licensure, Hospitals and Public Health— 
(composed of A. M. A. Council on Medical Education, 
Federation of State Examining Boards, Ass’n of Am. 
Medical Colleges, Am. Hospital Ass’n, and Am. Pub- 
lic Health Ass’n), will be held at the Palmer House, 
Chicago, February 18, 19, 20th,—when the Federation 
hopes to develop a plan of national scope by which 
it may secure satisfactory, general enforcement of 
medical practice acts and other health-protective 


measures—the most vital, urgent and difficult of our 
undertakings in behalf of the suffering public. 

Realizing that general adoption of adequate, uniform 
standards and satisfactory general enforcement of 
public-health statutes cannot be secured without ac- 
tive codperation of the state medical associations 
and of the state boards of health—both keenly inter- 
ested in educating the public to realization of the 
life-saving beneficence and immense economic value 
of properly enforced public-health laws—the Federa- 
tion now appeals for attendance and codéperation in 
the coming Congress of the secretary or executive 
officer of every state medical association and of 
every state board of health in the U. S., who should 
come prepared to act for his group in perfecting 
the contemplated general plan, and bring as many 
as possible of his members. 

If 250 attend the Congress from points outside 
of Chicago, return tickets may be had for half rate. 
Write N. P. Colwell, Council Medical Education, 
A. M. A. Building, 535 No. Dearborn Street, Chicago, 
for program; on which will appear the names of the 
most prominent medical authorities and educators of 
this country. Come—with a helpful suggestion, and 
bring as many as possible with you. You'll get val- 
uable information; you’ll enjoy our delightful Tues- 
day-night banquet and—best of all—you'll help to 
make this session of the Congress an epoch in the 
history of American medicine. Don’t fail to be with 
us Tuesday and Wednesday, Feb. 19, 20th, “Federa- 
tion days.” We need your help and you need ours,— 
COME! 

CHARLES B. KELLEY, M.D., 

CHARLES B. PINKHAM, M.D., 

THOMAS J. Crowk, M.D., 
Executive Com. 


A DOCTOR’S EXPERIENCE WITH AN 
INSURANCE COMPANY 


Editor, New ENGLAND JOURNAL OF MEDICINE, 
Dear Sir: 


To those of your readers who practice medicine 
for a livelihood as well as for the pure joy of it, 
the appended correspondence may be of interest. 

Sincerely, 
H. F. R. Warts, M.D. 

January 26, 1929. 


141 Milk Street, 
Boston, Mass., 
Room 1149. 
January 21, 1929. 

H. F. R. Watts, M.D., 

6 Monadnock Street, 

Dorchester, Mass. 


Dear Doctor :— 


I am advised by Mr. Blank, Roxbury, that he was 
referred to you by his physician, Dr. Maguire of 
Dudley Street, Roxbury, for an x-ray. Mr. Blank 
tells me that you refused to take the x-ray until he 
had paid you $5.00 in advance. 

As this is rather unusual in a compensation case, 
will you please advise me if this is a fact. 

Very truly yours, 

Allied Mutual Liability Ins. Co., 
By GEorGE W. TUTTLE, 
District Claim Manager. 
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January 22, 1929. 
Mr. George W. Tuttle, 
141 Milk Street, 
Boston, Mass. 
My Dear Sir: 

I have your letter of inquiry about my transac- 
tions with Mr. Blank of Roxbury. Mr. Blank did 
not state the case to you quite correctly. When 
he presented himself for examination he could tell 
me neither the name nor the address of his employer 
nor whether or not his employer was insured under 
the Workmen’s Compensation Act. I therefore col- 
lected my fee from him and gave him a receipt 
for the same for his own protection and reimburse- 
ment. 

Since you raise the question of what is usual in 
compensation cases, you may be interested to get a 
glimpse of ‘the situation from this end. When a 
casualty occurs the doctor’s interests and the pay- 
ment of his fee are the last things any one con- 
cerned cares or thinks about. If it proves to be 
a bona fide compensation case the doctor will usually 
eventually get his money but he frequently is obliged 
to wait several times thirty days for it. There are, 
however, some fifty-seven reasons why the doctor 
may never be paid for attending an alleged indus- 
trial casualty. Some of these are: the injured man’s 
employer is not insured and says “Go get your pay 
from the man you attended”, the accident was never 
reported to the insurance company, the man was 
not (technically) employed at the moment of his in- 
jury, etc., etc. At the present time I am striving to 
recover my fees in just such cases. 

I know of no commodity which is purchasable in 
the open market by the transient, hap-hazard class 
upon the flimsy guarantees of future payment which 
are expected to be satisfactory for the doctor to 
add to his choice collection of doubtful assets. 

For my part, I am quite satisfied, when an un- 
vouched-for transient comes to me, as did this man, 
to collect my fee at the time of rendering the service. 
Thus no one is injured. If he is entitled to reim- 
bursement from an insurance company or other 
source he can doubtless recover, but the onus of col- 
lecting is taken from my shoulders and put upon his 
where it belongs. 

Very truly yours, 
H. F. R. Warrs, M.D. 


RECENT DEATHS 


SHAY—Dr. CLARENCE Epwin Suay, a Fellow of 
the Massachusetts Medical Society, died at his home 
in Roxbury, January 29, 1929 at the age of 47. A 
graduate of Tufts College Medical School in 1904, 
he practiced eye, ear, nose and throat work, on 
Warren Street, Roxbury. 


NORTON—Dr. HERBERT ROZELLE Norton, a Fellow 
of the Massachusetts Medical Society since 1910, 
died at his home in Dorchester, January 30, 1929. 
He was a graduate of the University of Buffalo, (N. 


Y.) School of Medicine in 1891. He is survived by 
a brother and sister residing in New York State. 


DONOVAN—Dkr. MIcHAEL RicarpD Donovan, former 
city physician and chairman of the Board of Health 
of Lynn, died at Salem, February 1, 1929, aged 68. 

A native of Lynn, where he was born August 16, 


1860, he had his education at the Lynn high school, 
and at Georgetown University where he received 
an A.B. in 1880. Three years later Harvard gave 
him an M.D. and he went to the Rotunda Hospital, 
Dublin, Ireland, for an L.M. in 1884. Dr. Donovan 
settled in Lynn and joined the Massachusetts Med- 
ical Society in 1887. From 1885 to 1890 he was city 
physician and then for six years was a member 
of the board of health, chairman in 1887. 

He is survived by his widow Mrs. Annie Molloy 
Donovan and by two sons. 


NEWS ITEMS 


APPOINTMENT OF MISS BOWEN TO THE 
NORTH SHORE BABIES’ HOSPITAL, SALEM, 
MASSACHUSETTS — Miss Katherine Bowen has 
been appointed Financial Secretary of the North 
Shore Babies’ Hospital. Miss Bowen brings to the 
Hospital experienced financial advice and assistance 
and will be of great value to this institution. As 
a result of this appointment, the Board of Managers 
believe that the interest in the Hospital will in- 
crease as the cost of maintenance will be distributed 
far more widely among the people of the North 
Shore. Babies from nearly every city and town in 
the district are cared for and it is only fair that 
each should contribute a proportionate share to the 
work. 

The Hospital now has accommodations for fifty 
children and from a report given by Miss Dorothy 
Smith, Superintendent, January has been a most 
busy month. There are thirty-five babies at present 
in the Hospital. Grippe and pneumonia seem to be 
most prevalent among them, but this is to be ex- 
pected as it is the season of the year when such 
diseases come to children. 

Friends of the organization will be interested to 
know that a radio talk was given on February Ist 
over station WNAC at 4:30 by William T. Frary of 
Lynn. 


A GRANT TO THE SCHOOL OF NURSING OF 
YALE UNIVERSITY — The Rockefeller F dation 
has given $1,000,000 as an endowment for the School 
of Nursing of Yale University according to reports 
in the daily papers. 


NOTICES 


LECTURES BY THE MASSACHUSETTS DIETETIC 
ASSOCIATION AT 46 BEACON ST., BOSTON 


Friday, February 15, 7:45 P. M.—‘Food Character- 
istics.” Near East, Slavic, Far East, Nordic. 

Friday, March 8, 7:45 P. M.—‘‘Control of Bacterial 
Flora by Diet.” Dr. H. L. Higgins, Massachusetts 
General Hospital. 

Friday, April 12, 7:45 P. M.—‘‘Diet in Poliomyeli- 
tis.’ Dr. Frederick DeLue. 


PRIZES FOR ESSAYS ON THE LIFE OF 
DR. WILLIAM CRAWFORD GORGAS 


High school students will have the chance this 
spring to write of the character and achievements 
of a former President of the American Medical As- 
sociation, according to an announcement from the 
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headquarters of the Gorgas Memorial Institute in PROGRAM 
Washington. 1. Presentation of Cases. 
As a means of bringing the life of Dr. William 2. Mechanisms of Physiological Homeostasis. Dr. 


Crawford Gorgas, the medical hero of Panama, to 
the attention of the younger generation through high 
school essay contests, prizes aggregating $2,500.00 
have been provided through the courtesy of Charles 
R. Walgreen of Chicago. Local, state and national 
prizes are afforded. 

The high school contests for local prizes close 
March 1, the state selection will be made April 15, 
while the nationa! winner will be chosen on May 
15. The final successful contestant will go to the 
national capital to receive the grand cash prize from 
the President of the United States, who is Honorary 
President of the Institute. 

This national essay undertaking is a part of the 
educational plan of the Gorgas Memorial to arouse 
interest in the achievements of scientific medicine 
and to encourage added co-dperation of the public 
with this profession. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission an- 
nounces the following open competitive examina- 
tions: 

Physician, $3,800 a Year 
Associate Physician, $3,200 a Year 

The examinations for physicians are to fill vacan- 
cies in Hospitals of the Veterans’ Bureau for duty 
throughout the United States. 


Occupational Therapy Aide (Gardening) 
Occupational Therapy Aide (Horticulture and 
Floriculture) 

Occupational Therapy Pupil Aide (Arts and Crafts) 
Occupational Therapy Pupil Aide (Trades and 
Industries ) 

Graduate Nurse (Visiting Duty) 

Graduate Nurse (Junior Grade) 


Applications for the above-named positions must be 
on file with the Civil Service Commission at Wash- 
ington, D. C., not later than June 29. 


Social worker (psychiatric), $2,000 a year. 
Junior social worker, $1,800 a year. 


Applications for social worker (psychiatric) and 
junior social worker will be rated as received by 
the Civil Service Commission at Washington, D. C., 
until June 29. 

The examinations are to fill vacancies in the 
Veteran’s Bureau throughout the United States. 

Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C., 
or the secretary of the United States Civil Service 
Board of Examiners at the post office or custom- 
house in any city. 


NOTICES OF MEETINGS 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held at 8.15 on the evening of February 12 
in the amphitheatre of the Peter Bent Brigham Hos- 
pital. 


W. B. Cannon. 
3. The Effects of Plasmophaerasis on the Water 
Balance and Metabolism. Dr. M. H. Barker. 


Won. P. Murpnuy, Sec. 


MASSACHUSETTS GENERAL HOSPITAL 


The February Staff meeting will be held in the 
Moseley Memorial Building, Thursday, February 14, 
1929, at 8:15 P. M. 

The program will be given by the members of the 
Thyroid Clinic. 

Demonstration of cases: 

The several uses of iodine in exophthalmic goitre, 
Dr. J. H. Means; The effect of thyroxin in myxedema 
at different metabolic levels, Dr. P. K. Thompson; 
Low Basal metabolism without myxedema, Dr. F. 
M. Thurman; Effective dose of iodine in exophthal- 
mic goitre, Dr. A. G. Brailey and Mr. E. G. Thorp; 
Surgery of the thyroid as influenced by iodine medi- 
cation, Dr. E. P. Richardson; Recurrences of thy- 
rotoxicosis following subtotal thyroidectomy for 
exophthalmic goitre, Mr. A. E. Morris; Types of 
response to iodine in exophthalmic goitre, Dr. W. O. 
Thompson. 

Physicians, medical students and nurses are cor- 
dially invited. 

Committee on Hospital Meetings. 


WINTER TRAINING COURSE FOR MEDICAL 
RESERVE OFFICERS 


The Winter Training Course for Officers of the 
Medical Section, Organized Reserves, U. S. Army, in 
Boston, and vicinity, will be held on February 138, 
1929, at 8:00 P. M., at the University Club, 40 Trinity 
Place, Boston, Mass. 

Officers attending the meeting will be given credit 
for participation in Military Activities. 

CHARLES G. SouDER, Major, Medical Corps. 


BOSTON ORTHOPEDIC CLUB 


A meeting of the Boston Orthopedic Club will be 
held on Monday, February 11, 1929, at 8:15 p. m. in 
the amphitheatre of the Peter Bent Brigham Hospital 
entrance on Van Dyke Street or by way of the 
Administrative Building. 


PROGRAM 


“Bony Growth and Its Relation to the Pituitary 
Gland” by Dr. Harvey Cushing. 
“Experimental Acromegaly in the Canine” by Dr. 
Tracy Putnam. 
R. K. GHorMLEY, Secretary. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


The regular quarterly meeting of the New England 
Dermatologival Society will be held at the Out-Patient 
Department, Massachusetts General Hospital, on 
Wednesday, February 13, 1929, at 3.00 p. m. 

ARTHUR M. GREENWOOD, Secretary. 


— 
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SOCIETY MEETINGS 


Combined Meetings of the Boston Medical Library, the 
Suffolk District Medical Society, the Middlesex South 
District Medical Society and the Norfolk District 
bones 0g Society (at Boston “Medical Library at 8:15) 

bruary 27, 1929—Medical Section. “Some Relations 

of rice to Fat Formation in the Body,’ Dr. Lafayette B. 

Mendel, Yale University Medical School. 

March 27, 1929—Meeting in association with Middlesex 
South District Medical Society. Clinical and Experi- 
mental Studies of Obstructing Jaundice and Its Compli- 
cations. Dr. Waltman Walters, Mayo Clinic. 

April 24, 1929—Annual meeting. Speaker, Dr. Walton 
Martin, New York City. Title to be announced later. 

The medical _—— is cordially invited to attend all 
these meetings 


February 11—Boston Orthopedic Club. Detailed notice 
appears on page 311. 
February 12—Harvard Medical Society. Detailed notice 
on page 311. 
13—New England Society. De- 
catia eet ce appears on page 311 
February 13—Winter Training ‘Course for Medical Re- 
serve Officers. Detailed notice appears on page 311. 
February 14— Massachusetts General roe Staff 
Meeting. Detailed notice appears on page 311 
March 25, 26, 27—American Association for the Study 
of Goiter. Detailed notice appears on page 213, issue of 
January 
June 13—International Hospital Congress. Complete 
notice appears on page 212, issue of January 24. 
DISTRICT MEDICAL SOCIETIES 
Barnstable District Medical Society 
Schedule of Meetings: February 7, 1929, May 2, 1929. 


Bristol North District Medical Society 
April 18, 1929—Spring meeting. 


Essex North District Medical Society 


May 1, 1929 (Wednesday)—Annual meeting at Lawrence 
General’ Ho spital, One Garden Street, Lawrence, at 12:30 
P. M. (Telephone 5156.) 

2, 1929 (Thursday)—Censors meet at ~ Bart- 
5 Main Street, Haverhill, at 2 P. M. (Tel. 3430.) 


Ma 
lett, 
Candidates should oes their diplomas one week in 


advance to the Secretary, 


Forrest Burnham, 
567 Haverhill Street, Lawrence 


M.D., 


Essex South District Medical Society 
tal. nen 4 M. Supper at 6 Speaker: 
Dr. Boston; subject to be later. 
from the floor. 
6, 1929 Hospital. Clinic at 
Dinner at 7 P. Symposium on Pneumonia. 
latnaaite: Dr. Reginald Fits, Diagnosis. Dr. ed Lord, 
Treatment. Dr. William H. Robie, Heart in Pneumonia. 
Discussion from the floor. 


RALPH E. STONE, M.D., Secretary. 


Franklin District Medical Society 
Meetings will be held on the second Tuesday of March 
and May. 


Hampshire District Medical Society 


March 13, 1929—Address by Dr. George E. Gage, Profes- 
sor of Bacteriology and Physiology at the Massachusetts 
State College. 


Middiesex East District Medical Society 
The following eapeie of meetings has been arranged 
for the coming yea 


March—Reading. 
May—Melrose. 


Subjects and meaaters to be arranged by committees 
in each city or tcwn 


Middlesex North Medical Society 
The annual meeting wil! be held the last Wednesday 
in April. 
Middlesex South District Medical Society 


March 27, 1929—Joint meeting with the Suffolk and Nor- 
folk Districts 
April, 1929—Annual meeting. Definite date to be an- 
nounced later. 


Norfolk District Medical Society 


Below are the proposed meetings of the Norfolk District 

9 Season. The schedule 

. The 

carrying out of the pro l, of course, depend 

upon the acceptances of invitations extended to the speak- 
ers. Minor changes may be necessary. 

February 25—Roxbury Masonic Temple. Dr. W. R. 
Ohler. Subject to ng announced. Discussion to be opened 
by Dr. A. A. Horn 

March 29 — media Masonic Temple. 
speakers to be announced. 

May—Annual meeting program to be announced. 

The Censors of the Society meet May 9, 1929, at the 
Roxbury Masonic Temple, Warren Street, Roxbury, at 
4 P. M., for the examination of candidates 


Subject and 


Plymouth District Medical Society 
March meeting at the Moore Hospital, en Mass., 
March 21st, program to be announced late 


April meeting at the Commercial Club, Sent April 
18th, at 6 P. M. Annual Oration by Dr. Ralph C. McLeod, 
Seater; dinner. 


Suffolk District Medical Society 
See Combined Meetings in previous column. 


Worcester District Medical Society 
February 13, 1929—Worcester State Hospital. 
to be announced. 


March 13, 1929—Worcester City Hospital. 
of New Nurses’ Home. 
nounced. 


April 10, 1929—Grafton State Hospital. 
announced. 


May 8, 1929—Annual meeting. Worcester Country Club. 


Worcester North District Medical Society 
Annual meeting the fourth Tuesday in April. 


Program 


Dedication 
Speaking program to be an- 


Program to be 


BOOK REVIEWS 


A Textbook of Pathology. By W. G. MacCatium, 
M.D. 4th edition. W. B. Saunders Co. 1928. pp. 
1177. Price $10.00. 


Dr. MacCallum’s Textbook of Pathology is an old 
friend and needs no introduction to medical men. 
This edition is fully in keeping with the high 
standards set by the previous editions. 

That portion dealing with pathological physiology 
has been somewhat abbreviated, enabling the newer 
advances in pathological anatomy to be emphasized 
without unduly increasing the bulk of the book. 

The illustrations maintain their previous high 
level of excellence. From the standpoint of scien- 
tific accuracy and literary style, Dr. MacCallum’s 
textbook has yet to meet its superior in the English 
language. 


Chirurgie Des Voies Biliaires Spiro-Cholécystostomie. 
Par C. Sopre-Casas, Paris. Masson et Cie, Edi- 
teurs. 120 p. 33 planches. 


The material contained in this book is very in- 
consequential. There are many illustrations pic- 
turing the normal and pathological anatomy of the 
biliary tract and the steps in various operative pro- 
cedures. These illustrations, although reproduced 
in three colors are almost uniformly so diagram- 
matic as to be misleading. Many of the diagrams 
and illustrations are superfluous. Considering the 
excellent opportunity which exists for reviews of 
the recent advances in the pathological physiology 
of the biliary tract, it seems unfortunate that pub- 
lishers should bring out such an antediluvian 
treatise on the subject. . 
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